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POSTWAR MEDICINE IN MINNESOTA—THE DOCTOR 


BYRON O. MORK, JR., M.D. 
Worthington, Minnesota 


I DO not need to remind you that changes are 
taking place in the practice of medicine; 
changes which must be reckoned with in any 
postwar planning. The tremendous progress made 
by medicine in recent years, which, according to 
an estimate of a large life insurance company, has 
resulted in a salvage of a million human lives in 
one year, also requires greatly increased facilities 
to make this kind of care possible. No longer can 
the physician practice good medicine with only 
his own faculties, however important these are. 
Readily available aids in diagnosis and treatment 
are essential—hospitals, laboratory, x-ray and 
other diagnostic and therapeutic equipment re- 
quiring much capital investment. This fact, to- 
gether with economic changes, population shifts, 
weather and moisture conditions and other factors, 
has caused a heavy migration of doctors from 
rural areas into more populous centers; a trend 
which will increase in the postwar period accord- 
ing to present indications. From our Southwest- 
ern Minnesota Society, comprising six counties, 
with a membership of forty, five physicians have 
moved into more urban areas within a little over 
a year, in addition to those who have been re- 
moved by death or who have entered military 
service. While this is higher than other areas in 
Minnesota, according to a recent survey, it is in 
keeping with general trends over the nation as a 
whole. 


Part of symposium on Postwar Medicine in Minnesota pre- 
sented at the annual County Officers’ meeting of the Minnesota 
ag Medical Association, Saint Paul, Minnesota, February 24, 
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Farm Groups Interested 


The problem of providing adequate medical 
care in rural areas is recognized as acute by the 
Farm Bureau and other farm groups as well as 
governmental agencies, and methods are being 
proposed to overcome it. It is well known that 
much of the agitation for greater governmental 
control of medical practice results from this sup- 
posed lack of adequate medical care in large sec- 
tions of rural areas. I was surprised to find that 
so much is being done by other than government 
groups along this line. The Farm Foundation 
held a three-day conference of representatives of 
farm organizations, physicians and hospital 
groups and others in April, 1944, proceedings of 
which are summarized in the book, “Medical Care 
and Health Services for Rural People.” A Study 
on Postwar Agricultural problems in Minnesota, 
prepared by the staff of the Department of Agri- 
culture of the University of Minnesota, has a 
considerable section devoted to health matters. 
These and other studies have been the source of 
some of the material for this talk. 

If these outside agencies are showing so much 
interest in this matter, we, as physicians, must 
recognize the problem, and in our county medical 
organizations, discuss ways of meeting it. We 
may say our days are too full to take time for 
such things, or that in our particular area, there 
is no problem, so why concern ourselves. I am 
sure, on deeper thought, we will all realize that 
we owe it to ourselves, to our colleagues now in 
the service of our country, and to the public in 
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general to provide the means by which our pres- 
ent effective method of medical care, the finest 
ever developed anywhere, may continue to be 
available to everyone, everywhere. If we do not 
do so, other agencies less well qualified are wait- 
ing to take over. 

I do not have any “quick cure” to propose, 
but should like to present a few suggestions— 
many of which have come from others both in 
the profession and outside of it who are inter- 
ested in this problem, with the hope that these 
may form a basis for further thought and discus- 
sion from which some solution to these problems 
may be found. We must be ready to co-operate, 
not only with outside organizations, but also 
among ourselves. We rural practitioners must be 
ready and willing to make certain changes to help 
new men get started—to meet them half way at 
least ; and those located in larger centers must be 
charitable with us “country doctors” and all our 
shortcomings—remembering that some of our er- 
rors in diagnosis and treatment may result from 
lack of equipment as well as lack of intelligence. 


I. Public Education.—We, as physicians, espe- 
cially in rural areas, should discuss the problem 
with others whenever possible. Leaders of farm 
groups and organizations are interested in pro- 
viding better medical care and will gladly work 
with medical groups, if we show them we are 
interested. Co-operation by the general public in 
making the best use of facilities, will result from 
a thorough understanding by them of the benefits 
of preventive as well as curative practices. Many 
of the suggestions to follow will be more effective 
if the public is interested and understands that 
co-operation between it and physicians is bene- 
ficial. 


2. Providing Facilities —Lack of adequate fa- 
cilities, so essential to -giving the kind of care we 
desire, discourages many physicians from prac- 
ticing in rural areas. Medical students are trained 
in well-equipped hospitals, taught to use many 
types of diagnostic and therapeutic equipment. 
They do not want to locate in areas where these 
are not available; yet often they are unable to 
provide them for themselves. Community or 
other well-run hospitals, strategically located, 
properly staffed and equipped and providing a 
maximum of facilities for all reputable physicians 
in the area are essential. Adequate consultation 
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service should be arranged wherever possible, 
Diagnostic centers, groups, or even community- 
owned diagnostic equipment may provide further 
incentive where necessary. As far as possibie, in 
my opinion, these should be controlled and 
financed by the local community or area served, 
with a minimum of control from more distant 
governmental units. Present high income tax 
rates, for those in higher income brackets, en- 
courage gifts to community projects of this type, 
and our societies would do well to consider estab- 
lishment of such facilities on a community basis 
wherever need for such exists. 

Where community-owned facilities do not seem 
feasible, as in some areas where facilities are 
already to be found, all physicians should co- 
operate to make them available to other reputable 
physicians in the area. There are many groups 
or clinics located in centers in rural areas. It is 
the opinion of the men in the group that I am 
connected with that we have a responsibility to 
share our hospital and diagnostic equipment and 
co-operate as far as possible with neighboring 
physicians. Well-located groups or clinics can 
contribute much to the medical practice in the 
whole area they serve, to the mutual advantage 
of both the group and the other physicians, as 
well as to the public. 


3. Public Health Extension of public health 
facilities, through establishment of centers with 
trained physicians and nurses at points geographi- 
cally located to cover all parts of the state, will 
certainly encourage physicians to locate in small- 
er communities. The excellent diagnostic aids al- 
ready provided by our efficient Minnesota Depart- 
inent of Health, will be brought even closer, and 
supervision of immunizations, control of contag- 
ious diseases and other public health matters by 
those well trained in such things will remove 
many worries from the mind of the small town 
practitioner and give him more time to concen- 
trate on other problems. The Minnesota State 
Planning Board and the United States Public 
Health Service have recommended the estab- 
lishment of such district health units, and our 
State Board of Health has been working on this 
program for some time. 


4. Changes in Medical Education.—One plan 
that has been proposed to provide more doctors 
for rural areas has been a return to the old pre- 
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ceptor system, whereby senior medical students 
would be sent out for periods of practice with 
rural practitioners. This would give the students 
experience in general practice and also acquaint 
them with the type of medicine practiced and 
facilities available in the smaller communities, 
and, if these are maintained at a high level, 
might well encourage them to return to these com- 
munities to practice after graduation. Such an 
arrangement has been tried in the Cadet Nurse 
Training Program, and has been found valuable. 
Medical School administrators are considering 
this, and other methods of giving better training 
to students to fit them for general practice in 
rural areas, and undoubtedly would welcome any 
suggestions from county medical societies or in- 
dividual practitioners to improve the situation. 
Perhaps some kind of training of two or more 
physicians to go out as a team or group could be 
worked out wherever it might be feasible. In- 
creased postgraduate study facilities, such as are 
being provided through the Center for Continua- 
tion Study at our University, are of great benefit, 
especially if arrangements can be made to let doc- 
tors in smaller areas get away to attend, knowing 
that their practice would be taken care of. Per- 
haps through county medical societies, we can 
work out schemes whereby every doctor can oc- 
casionally attend medical meetings and postgrad- 
uate courses, other doctors taking turns at cover- 
ing the work. 


One thing we all can do is to encourage more 
young people from rural areas to enter medical 
schools. While no accurate figures are available 
from our own University, the dean’s office feels 
that the number of students entering from rural 
areas is decreasing. Farm organizations are con- 
sidering working out some form of scholarships or 
other aid for worthy students, perhaps with the 
provision that they spend a certain number of 
years practicing in the area concerned. We, as 
county medical societies, might do well to work 
with them or to establish our own scholarships 
or loan funds for this purpose. 


5. Economic Factors.—Last, but by no means 
least, improvement in general economic condi- 
tions will go far toward encouraging wider dis- 
tribution of physicians. The interim report from 
the Subcommittee on Wartime Health and Edu- 
cation submitted to the 78th Congress stated 
that of several factors which influenced distribu- 
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tion of physicians, “community wealth is prob- 
ably the most important of all.” However altru- 
istic physicians may be, the expectation of a rea- 
sonable financial remuneration for their services 
will always continue to play an important part in 
their choice of location. We, as physicians, should 
not lose sight of our responsibilities as citizens to 
maintain conditions which will make for a con- 
tinued high per capita income, especially in rural 
and smaller urban communities. As Doctor Eben 
Carey so well stated at our County Officers’ meet- 
ing last year, “Medicine should co-operate with 
those who believe in Private Enterprise—to main- 
tain independence for the American People” and 
“help to establish an economy of plenty instead 
of scarcity, because when people have good jobs, 
they want good doctors, and not hirelings of the 
politicians.” 


Obviously, this Utopian state cannot be rapidly 
or universally attained, but we should constantly 
endeavor to reach it and co-operate with all others 
interested in the same ends. Meantime, in order 
to extend the best medical care to as many people 
as possible on a basis embodying the principles 
that have made our American system of medicine 
the finest ever known anywhere, we should con- 
sider the various prepayment or voluntary serv- 
ice plans for distributing the costs in such a way 
that they can be budgeted for and met in an 
orderly way especially by those in the lower in- 
come brackets. Prepayment hospital plans are 
now widely distributed in Minnesota, and should 
be encouraged and extended. Further study and 
utilization wherever it can be worked out on a 
sound basis should be made of prepayment plans 
for medical and surgical fees. The American 
Medical Association and our own State Associa- 
tion have studied these at great length, and are 
ready to help any county medical society or group 
interested in developing such plans. Every phy- 
sician and group should keep well informed 
along these lines, and be ready to make the most 
of such plans. 


In summary, let us not forget that we have a 
responsibility in the great problem of adequate 
distribution of physicians to provide the best of 
medical care to people of all districts, rural and 
urban, in the postwar period. Every medical 
group should survey its own area carefully and 
determine its needs. In order to bring about con- 
ditions to encourage the practice of the best type 
of medicine, we should co-operate with all other 
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interested groups to provide adequate hospitals, 
diagnostic centers, Public Health units, and other 
facilities, and to promote the widest possible use 
of those already existing. We should encourage 
the proper type of young people to enter the 
study of medicine and co-operate with our medi- 
cal schools in any changes in medical education 
to better serve the people’s needs. We should 
maintain keen interest in the further extension 
and development of prepayment and voluntary 
service plans for hospital and medical care. We 
must be ready to make changes, if necessary, to 
meet changing needs of people in our areas. And, 
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finally, we should endeavor to maintain the pri- 
vate enterprise system and extend its economic 
benefits to the greatest number of people aid to 
keep the public informed as to the ways of avail- 
ing themselves of the best care we are capable of 
giving them. To quote Doctor Carey again, * The 
doctor must assume his ancient role of teacher 
in order that the public may be informed ade- 
quately as to what medicine can and cannot do 
in order that through united action, co-operation 
and understanding, postwar prosperity and good 
medical care will become a reality and not a 
delusion.” 





POSTWAR MEDICINE IN MINNESOTA—DIAGNOSTIC CENTERS 


A. H. ZACHMAN, M.D. 
Melrose, Minnesota 


T is very evident that a topic such as “Diag- 

nostic Centers” cannot be discussed intelligent- 
ly without some definite interpretation of the 
meaning and extent of the term “Diagnostic Cen- 
ters.” Such a term may mean the ordinary lab- 
oratory facilities such as x-ray, biopsies, uri- 
nalysis, and blood chemistry—in other words, a 
fairly complete laboratory, or it may include 
specialists in various fields of medicine. I rather 
think the term means to include only complete 
laboratory facilities, rather than any complete 
medical service including specialists, and we shall 
discuss this topic on that basis. As you know, 
Senator Claude Pepper is one of the main spon- 
sors of a bill to provide, among other medical 
facilities, diagnostic centers which shall be avail- 
able to all the people of our great country, and 
especially to the rural areas, which, he claims, 
are bereft of such medical services. Just where 
Senator Pepper gets his information is-a matter 
of conjecture. I presume he bases his claims of 
the supposed inadequacy of medical facilities on 
the findings in some areas in the South, where 
living conditions, low wages and nonproductive 
lands make it almost impossible to maintain the 
best of medical services. I am confident if he 
were to make a thorough survey of the northern 
half of our country, he would be more cautious 
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about asserting that there is such a general need 
of improvement in medical service. Be that as it 
may, however, we know that such reform move- 
ments are always appealing to the general public, 
and especially in recent years. 


Public Educated to Expect Government Aid 


‘It has been the policy of our government to in- 
troduce various reforms and innovations in wel- 
fare activities ever since the days of the depres- 
sion. The public has therefore been educated to 
look to the government for doles of all kinds, sub- 
sidies, and innumerable grants to the extent that 
the rural areas, in years past perhaps the most 
independent and self-reliant, are now trained and 
educated to expect and seek government gifts. 
That is why the farmers, even though as a whole 
they are receiving as good medical care as any- 
where in the world, perhaps would agree with 
Claude Pepper that they do not have adequate 
medical facilities. And even though we, as med- 
ical men, may know any wholesale interference 
with medical practice to be unwarranted and un- 
called for, we must nevertheless face the facts 
and counteract such possible trends in medicine if 
they serve no useful purpose. 


Minnesota Medical Facilities Adequate 
Now the first question to ask ourselves is this: 
Are such diagnostic centers needed in Minnesota 
—for we are primarily interested in our own 
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welfare? In general, I believe not, at least not on 
an extensive basis. We have in our state a splen- 
did Department of Health which offers satisfac- 
tory diagnostic facilities, laboratory studies, Was- 
sermann tests biological studies, and even epide- 
miologists when requested. In addition, we have 
the facilities of the University Hospital, Sana- 
toria, and in our part of the state, an itinerant 
x-ray specialist. The University Hospital labora- 
tory will provide diagnostic service for referred 
patients. X-ray plates are interpreted by the Pub- 
lic Health Association and by other roentgenol- 
ogists. Specialists are available in the major cit- 
ies such as Minneapolis, Saint Paul, Duluth, 
Rochester, and some other cities in strategic areas 
in the state, and I believe there are very few com- 
munities in our state which have not available 
within reasonable distance, such adequate facil- 
ities for diagnosis. 


Local Control Desirable 


If, however, it is the intent of Senator Pep- 
per’s bill that each small area or county should 
have such facilities, then, of course, we would 
have to establish a considerable number of such 
centers in our state. If such be the intent of the 
proposal, then it behooves us, as leaders of med- 
icine, to be prepared to suggest the location of 
such centers, and also to insist on the control of 
same. Certainly we must not permit welfare agen- 
cies, either federal or state, to adminster such 
centers without our direction. Furthermore, it 
would seem logical to leave the decision as to 
the necessity and desirability of such centers to 
the medical men in such inadequately equipped 
rural areas, as they are the ones directly con- 
cerned. It is no doubt true that where doctors in 
some rural areas are inadequately equipped with 
diagnostic facilities, they might welcome such 
centers of diagnosis. If there are hospitals in 
such regions they might be designated as centers 
and given government subsidies. 

Granted that such centers might be necessary 
in some rural areas, there are several points which 
might be advanced in favor of them. 


1. Such centers might relieve the doctors in 
tural areas of the expense of obtaining equipment 
for costly diagnostic facilities. 


2. Such centers would reduce the cost of diag- 
nosis to the patient because they will be subsi- 
dized by the government. 
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3. Such centers would relieve the patient of 
having to travel great distances to the cities. 


Such arguments, while apparently logical, must 
be given fair consideration and scrutinized from 
many angles. Responding to the first point, rel- 
ative to the relief of the doctors—when has the 
government or the public concerned themselves 
with the doctor’s expense in carrying on his 
practice? Answering the second point, has cen- 
tralization under government control or govern- 
ment subsidy every proved to be cheaper in 
the ultimate analysis? As to the third point, no 
argument can be advanced against the desirability 
of cutting down the need for long travel distance. 

Now let us look at the other side and present 
a few arguments against the establishment of such 
centers. 

From the standpoint of the doctors, it is only 
fair to consider that many men have quite ade- 
quate equipment now, and no doubt the establish- 
ment of diagnostic centers would not prevent them 
from maintaining and operating their own equip- 
ment. But would it not be possible for such cen- 
ters, operating under government subsidy, and 
thereby reducing the cost to the patient, cause 
many patients to forget their home doctors in or- 
der to obtain the cheaper diagnosis at such cen- 
ters? Likewise, would not many young doctors 
hesitate to locate in small rural communities if 
many of the people in that area were in the habit 
of going to such centers directly? No doubt 
young doctors would locate in communities 
where such centers are located rather than out 
in the so-called “sticks.” 

Whether the establishment of such centers on 
a wholesale basis would not be fraught with the 
danger of centralization of medicine, thereby be- 
feating the original intent of furnishing modern 
medical practice to the rural areas, is certainly 
open to debate. I doubt, however, whether we 
need fear any rapid development of government 
subsidy of medical centers as it would require 
many years before a sufficient number of ade- 
quately equipped laboratories and the necessary 
technicians would be available for such a grand- 
iose project. 


Competition Great for Smaller Hospitals 


Nor should smaller hospitals in the rural areas 
be content to sit by without some worries con- 
cerning this plan, for if certain hospitals should 
be designated as centers, would not the small hos- 
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pitals in that area suffer because they could not 
operate diagnostic facilities as cheaply as hospitals 
with government subsidy? And such smaller hos- 
pitals, without these complete facilities, might per- 
haps be forced to close down, thereby placing an 
additional burden on the larger hospitals through- 
out the state. No one will say that the small 
hospitals in the rural areas have not relieved the 
overtaxed and burdened larger hospitals for the 
past many years. These smaller hospitals must 
at least have available to them the service of such 
diagnostic facilities, by being linked or affiliated 
as an integral unit with such larger hospitals 
maintaining such diagnostic centers. 

I believe the medical setup in our state is fair- 
ly adequate, except possibly for a few rural areas 
where such diagnostic centers might be useful and 
desirable. If such areas there be, would it not 
be much simpler to have the doctors in such 
areas express their desire to have such diagnostic 
centers made available to them, rather than upset 
the present setup of medical practice on a whole- 
sale basis in our state? Any procedure which 
would bring about a complete and radical change 
in our present setup is certainly not necessary. 
Caution should be exerted in the establishment of 
diagnostic centers in the few areas where they are 
necessary and such centers must be established on 
the following basis: 


1. Such centers must not have a tendency 
centralize the practice of medicine. 

2. The patient-physician relationship must 1 
be disrupted. 

3. Such centers must not be competitive wit 
private practice, but rather co-operative and co:: 
plementary in scope. 

4. Service at such centers should be available 
to the public at the direction or suggestion of an 
attending physician or surgeon, and not because 
patients wish to avail themselves of such diag- 
nostic service of their own accord. 

We as doctors have the right as well as the duty 
to safeguard public health. We must maintain 
that ours is a professional calling as sacred and 
inviolable as that of the clergyman and the jurist. 
We must ever be on guard against any infringe- 
ment on the right of a noble and unselfish pro- 
fession. Noble because we have gained and kept 
the respect of the human race for many genera- 
tions, and unselfish because we have placed the 
well-being of our fellowmen above all else. In 
conclusion then let us realize that this postwar 
medical problem is a matter of grave importance 
and concern, and those charged with the formula- 
tion of any new plans must be consistently, insist- 
ently, and persistently conscious of their respon- 
sibility to American Medicine—still the best in 
the world. i 





SPONTANEOUS SUBARACHNOID HEMORRHAGE 


ROBERT B. RADL, M.D. 
Bismarck, North Dakota 


PONTANEOUS subarachnoid hemorrhage is 

a syndrome not uncommon in occurrence and 
yet as late as 1935, Bramwell® considered it to 
be a new disease in the sense that the accom- 
panying clinical picture had only been recognized 
within the preceding several years. Review of 
recent medical literature reveals an increasing 
number of case reports indicating the importance 
and comparative frequency of this clinical entity. 
As a matter of fact, knowledge of intracranial 
aneurysm, the rupture of which is often the basis 
for spontaneous subarachnoid hemorrhage, is not 


From the Department of Internal Medicine, Quain and Ram- 


stad Clinic, Bismarck, North Dakota. The author is at present 
on military leave of absence. 
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new and a large number of such cases have been 
reported. McDonald and Korb* found 407 ar- 
ticles published before 1938 on intracranial aneu- 
rysms and assembled 1,125 cases of saccular 
aneurysms of the arteries at the base of the 
brain, verified by autopsy or operation, 156 being 
located on the anterior communicating artery and 
286 posterior to the internal carotid arteries, 786 
of the 1,125 having been ruptured and of these 
17 per cent were on the anterior communicating 
artery and 24 per cent were posterior to the in- 
ternal carotid arteries. 

What is meant by spontaneous subarachnoid 
hemorrhage? It may be caused by or be related 
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to various etiologic factors such as trauma, intra- 
cranial aneurysms, intracranial tumors, hemor- 
rhagic diatheses and others. Fetter® reviewed a 
series of sixty-eight cases of subarachnoid hemor- 
rhage hospitalized on various services during a 
five-year period and stated that in many instances 
the final diagnosis was spontaneous subarachnoid 
hemorrhage. The tendency is increasing to con- 
fine the term “spontaneous subarachnoid hem- 
orrhage” to nontraumatic hemorrhage caused by 
rupture of aneurysms of the Circle of Willis 
and its adjacent branches and we wish, in this 
paper, to so regard it. 

Gull’s? statement is of interest: 
“Whenever young persons die with symptoms 
of ingravescent apoplexy, and after death large 
effusion of blood is found, especially if the effu- 
surface of the brain in the 
meshes of :the pia mater, the presence of an 
aneurysm is probable.” Barker’s? summary of 
signs and symptoms supplements the above. 


succinct 


sion be over the 


1. A sudden onset often with a feeling as though 
something had snapped in the head and followed by 
severe Occipital pain, which later tends to become gen- 
eralized. 

2. Nausea or 
onset. 


vomiting almost immediately after 


3. Within a few hours marked rigidity of the mus- 
cles of the neck with positive Kernig and Brudzinski 
signs. 

4. On cautious lumbar puncture blood will be found 
evenly distributed throughout the fluid in each of three 
successive tubes. 


Martland*®® writing as Chief Medical Exami- 
ner, Essex County, New Jersey, analyzed fifty- 
four cases and emphasized the importance of this 
syndrome as a cause of sudden or unexplained 
death. He concluded that in every 100 sudden 
or unexplained deaths one may expect to encoun- 
ter two cases of spontaneous subarachnoid hem- 
orrhages. He pointed out that the bleeding oc- 
curs between the arachnoid and the pia mater 
which takes place almost always at the base of 
the brain and, though the blood spreads widely, 
it is still confined to the subarachnoid space. If 
the hemorrhage be of large amount the blood 
may follow this potential space and spread over 
the lateral and superior surfaces of the brain and 
even extend down the brain stem, producing rap- 
id death by compression of the medullary cen- 
ters. Extensive spontaneous subarachnoid hem- 
orrhage is usually due to rupture of a congenital 
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aneurysm of one of the larger cerebral arteries in 
or near the Circle of Willis. When the aneurysm 
is not found at autopsy, either it may have been 
missed due to lack of proper autopsy technique 
or the defect may be overlooked because the 
aneurysm has entirely “blown out” and is lost 
in the torn tissues and surrounding hemorrhage. 
The pathologic lesions found in these fifty-four 
cases are as follows: 


Ruptured congenital “berry” aneurysms............ 38 
Undetermined source of bleeding 
Ruptured hypoplastic cerebral arteries 

(associated usually with status lymphaticus).... 
Ruptured aneurysm due to arteriosclerosis.......... 1 
Ruptured arteriosclerotic vessel 


The incidence does not appear to be confined 
to a definite age group. Martland’s figures for 
fifty-four cases are as follows: 


Age Cases 
ad. errr 5 
\ tf re 13 
30 to 40 YEaTS...-.- sees eee 7 

12 
re » 
ee 


Sex 


Female 


Magee’, in 1943, reviewed 150 cases from ma- 
terial drawn mainly from the British Forces and 
Civil Defense Service which does not include all 
age groups, of course, and the statistics, there- 
fore, require careful consideration as regards the 
conclusion drawn therefrom: 


Age (Year) 


The actual underlying anatomic defect con- 
sists of small saccular aneurysms of the Circle 
of Willis or its larger branches, the bifurcations 
being especially involved. The aneurysms vary 
from 3 mm. to 1 cm. in diameter and resemble 
somewhat a “berry” which aptly led to such desig- 
nation by Eppinger* who considered them to be 
of congenital origin. Forbus*, from his observa- 


tions, came to the conclusion that military aneu- 
rysms of the superficial cerebral arteries and most 
probably of all other arteries occur quite inde- 
pendently of any inflammatory process, arterio- 
sclerosis, or external trauma, and that these aneu- 
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rysms as such are not congenital malformations. 
He concluded that they are acquired lesions aris- 
ing from a combination of focal weakness in the 
vessel walls, resulting from a congenital mus- 
cularis defect and degeneration of the internal 
elastic membrane, due to continued overstretch- 
ing of this membrane. They occur at and occu- 
py the angle formed by a branching artery as the 
defect in the arterial wall is always located at the 
bifurcation. 

It is generally agreed that rupture may occur 
without trauma. Some cases have followed va- 
rious degrees of exertion but some have had 
their onset during sleep. Syphilis definitely does 
not seem to bear a causal relationship. The symp- 
toms, clinical findings, prognosis and clinical 
course depend on the location and amount of 
bleeding, irritation of the meninges and actual 
damage to the brain. Certain localizing symptoms 
and signs of unruptured aneurysms of the Circle 
of Willis or other intercranial arteries are out- 
side of the scope of this paper. 

Review of a number of cases impresses one 
with the uniformity of symptoms. The sudden 
onset with pain in the occiput or neck, often de- 
scribed as a feeling of being struck, is dramatic ; 
nausea and vomiting, generalized headache, pho- 
tophobia and stiffness of the neck usually follow. 
Loss of consciousness and convulsions are not 
common except in the terminal stage. The clinical 
findings tend to vary more than the symptoms. 
Rigidity of the neck and positive Kernig’s sign 
are practically always present. Generalized mus- 
cular weakness without definite paralysis may be 
present. The reflexes vary but Babinski’s test 
is usually positive. 

The spinal fluid is usually under increased pres- 
sure and is uniformly grossly bloody and well 
mixed with the fluid. Later the spinal fluid may 
become xanthochromic in color. 

Temperature and leukocytes may rise mod- 
erately. 

The eye findings are of interest and diagnostic 
importance. Photophobia, nystagmus, choking of 
the discs and retinal hemorrhages may occur. 
Whether the retinal hemorrhages are due to ex- 
tension through the subarachnoid space of the 
optic nerve or to obstruction of the central reti- 
nal vein is not clear. 


Recurrences are common, but whether in the 
same aneurysm or in another aneurysm is open 
to speculation. Russell’’ reported the case of one 
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girl who was seen originally at the age of thir’ en, 
on whom the diagnosis was repeated nine tines 
thereafter. The opinion of Magee® on sev>ral 
points is quoted: 


Of fifty recurrences in this series (150 cases re- 
viewéd), more than two thirds happened while the 
patient was still in bed or had been allowed up under 
the quiet and controlled conditions of hospital life, 
The emphatic testimony against stress and strain in the 
production of the primary attack seems to be under- 
lined by the observations on recurrences, and it seems 
logical to propound that if these factors play no part 
at the end they can also be exonerated at the beginning, 
Indeed, as between rest and effort, this series sug- 
gests that the former deserves the greater share of 
the blame. 


Therapy is not specific. Barker? in contradis- 
tinction to Magee® recommended bed rest for at 
least eight weeks. Lumbar puncture to relieve 
increased intracranial pressure is recommended 
by most authors. However, the procedure is not 
without danger and should be repeated only often 
enough, and then slowly and carefully, so as to 
relieve pressure. Cisternal puncture may be nec- 
essary to relieve brain stem compression. 

The opinion of Ayer that there is no basis 
for the use of intravenous glucose seems logical. 

Arteriography®** and electroencephalography 
are receiving attention to assist in accurate loca- 
tion of the bleeding point or of the congenital 
cerebral aneurysm for possible purposes of sur- 
gical intervention. Ligation of the internal carot- 
id artery has been performed in cases in which 
an accurate diagnosis was possible. 

The fatality rate appears to be about 50 per 
cent. 

Four cases are reported which are believed 
to be spontaneous subarachnoid hemorrhage. 
The first three cases were seen by the author 
and the fourth case is taken from the records 
of the Clinic. 


Case Reports 


Case 1—J. G., male, aged fifty, married, rural mail 
carrier. This man entered the hospital at 10:00 A. M., 
on July 10, 1936, stating that he had awakened from 
sleep at 4:00 A. M. on that date with a terrific head- 
ache in the occipital region and the headache persisted. 
He vomited once. The temperature was 98.6 and the 
pulse 76 and regular. Blood pressure was 142/100. 
Patient was clear mentally and co-operative. Pupils 
were regular and reacted to light. Extraocular move- 
ments were normal. Motions of the head and neck 
were normal and Kernig’s sign was negative. Eye- 
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ground examination revealed no abnormal findings. 
On July 13, 1936, the headache had increased and there 
was pain in the region of the neck radiating around 
both shoulders. Physical examination showed some 
rigidity of the neck. On July 17, 1936, the patient 
complained of persistent headache which was not re- 
lieved by medication. Lumbar puncture revealed fluid 
to be undér increased pressure and was uniformly 
mixed with blood. The patient was relieved consider- 
ably by spinal puncture. Spinal fluid was allowed to 
sediment. The spinal fluid Wassermann was negative 
and no organisms were found in smears of the spinal 
fluid. 

The patient improved until 6:00 A. M. on July 20, 
1936, at which time he had a generalized convulsion. 
Fifteen c.c. of very bloody spinal fluid was very grad- 
ually removed and this fluid was much more bloody 
than at the previous lumbar puncture. His condition 
rapidly became worse and the patient expired. 


Autopsy—There was much free and clotted blood in 
the subarachnoid space, covering both cerebral hemi- 
spheres and in the longitudinal sulcus. The entire brain 
was dissected free and removed in the usual manner. 
In the region of the Circle of Willis there was a large 
amount of clotted blood present. A rupture of the 
right posterior communicating branch was found. There 
was no sacculation of the vessel at this point. Both 
lateral ventricles and the third and fourth ventricles 
were filled with clotted blood. There was no evidence 
of hemorrhage in the brain substance nor of any of 
the larger vessels in the brain. 

Histologic examination of section of the ruptured 
vessel was unsatisfactory. Sections of the liver, kidneys, 
and spleen showed no evidence of pathology. 


Cause of Death—(1) Rupture of right posterior 
communicating artery in the Circle of Willis (Aneu- 
rysm?); (2) subarachnoid hemorrhage. 


Case 2—W. R., male, aged twenty-four, single, 
farmer. 

This patient entered the hospital on January §8, 
1940. He stated that on January 5, 1940, at 8:30 
P. M., while walking on the street he had a sudden 
attack of pain in the left occipital region and a feel- 
ing as though he had been struck. There had been 
no trauma of any kind. On the following day the 
back of the neck felt quite stiff and there was some 
headache. The headache had persisted and he had 
been unable to sleep. He had felt as though there 
was pressure on the eyes. There had been no loss 
of consciousness. 

In October, 1939, while pitching hay, he had a feeling 
of severe pain in the occipital region which persisted 
for about two weeks. He stayed in bed for several 
days, but this did not seem to help him very much. 
There was no vomiting at that time. Examination 
upon admission to the hospital revealed some rigidity 
of the neck. Pupils reacted to light and extra-occular 
movements were normal. On January 9, 1940, the 
white blood count was 19,200. Lumbar puncture re- 
vealed fluid tinged with blood. The eyeground examina- 
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tion on January 10, 1940, revealed both optic discs to 
be somewhat hazy and congested. The retinal veins 
in both eyes were dilated and engorged. The impres- 
sion on that date was that papillitis was present, prob- 
ably due to increased intracranial pressure. There was 
no definite papilledema at that time. The eyegrounds 
on January 12 were about the same as on January 10. 

Blood Kahn and Wassermann tests were negative. 
The patient felt greatly improved on January 23. The 
rigidity of the neck had disappeared and he was dis- 
charged and instructed to rest at home. 

The patient re-entered the hospital on January 31, 
1940, stating that he had been getting along very 
well, but on the evening of January 30, 1940, while 
playing cards he developed the same type of left-sided 
occipital pain he had had previously. Lumbar punc- 
ture was done on February 1, 1940. Fluid was quite 
clear and revealed only 30 red blood cells and 1 white 
blood cell. Spinal fluid Wassermann was negative. On 
February 3, 1940, the patient had a severe headache and 
fainted at 10:00 P. M. and had a convulsion at 11:15 
P. M., became unconscious and expired the next morn- 
ing without regaining consciousness. 


Autopsy.—Skull normal. Dura normal. No subdural 
hemorrhage. Superior surface of brain appears nor- 
mal. Marked subarachnoid hemorrhage at base, extend- 
ing laterally and anteriorly on to inferior surfaces of 
both frontal lobes. Right posterior communicating ar- 
tery of the Circle of Willis was literally “blown out.” 
Cut section through the brain revealed extravasatiori 
of blood from the base into the third ventricle. All 
ventricles filled with blood. No tumors or cysts, or 
areas of hemorrhage in brain substance. 

Histologic examination of intact portions of right pos- 
terior communicating artery showed no evidence of 
congenital defect or inflammation. Sections of the 
brain at the base and from the point of extravasation 
of blood into the third ventricle indicated beginning 
organization of the blood clot. The hemorrhage was 
most likely due to the rupture of a so-called “berry 
aneurysm.” 


Cause of Death—(1) Subarachnoid hemorrhage; (2) 
rupture of aneurysm of right posterior communicating 
artery of Circle of Willis. 


Case 3—Mrs. S. T., aged fifty-five, married, house- 
wife. 

This patient was admitted to the hospital on August 
12, 1938, stating that she had been well until August 
7, 1938, when she awakened from sleep with severe 
pain in the region of the neck. This had persisted 
with intensity. She felt quite well. There had been 
no nausea or vomiting. A physician had told her that 
she had had a cerebral hemorrhage. Examination re- 
vealed temperature of 100, blood pressure 130/180 and 
hemoglobin 92 per cent. White blood count was 16,- 
250. Neurological examination showed no abnormali- 
ties except for slight rigidity of the neck. Lumbar 
puncture was done and the fluid was under increased 
pressure and was grossly bloody. On August 16 
the temperature was 100 and blood pressure 160/90 
and the rigidity of the neck had decreased. On August 
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20 another lumbar puncture revealed the fluid to be 
quite clear. Spinal fluid Wassermann was negative. 
On August 26, 1938, there was some increase of stiff- 
ness of the neck with occasional emesis. On Sep- 
tember 2 the headache had decreased although it oc- 
curred intermittently. Stiffness of the neck had disap- 
peared. The patient’s mental condition was much bet- 
ter. Apparently the degree of impaired mentality upon 
admission had been underestimated. The patient was 
discharged from the hospital on September 17, 1938. 
Examinations on October 21, 1938, and on August 1, 
1939, revealed the patient to be in good general con- 
dition except for frequent headaches in the frontal re- 
gion and the vertex of the skull. Blood pressure on 
both occasions was 160/100. 


Case 4.—L. G., female, aged thirty-three, single. 

This patient was admitted to the hospital on March 
4, 1918, with a history that the previous evening when 
returning from church she suddenly had a pain over 
the right ear. She felt dizzy and could not see the door. 
There had been marked nausea and vomiting. The 
patient on examination was found to be very restless 
and was apparently having severe pain in the head and 
the neck, and was vomiting frequently. Neurologic 
examination revealed retraction of the head and positive 
Kernig’s sign. Pupils were dilated but equal. Both 
optic discs showed choking. Fifteen c.c. of bloody 
spinal fluid were removed and examination of this 
fluid revealed 3,400 red cells, white count of spinal 
fluid, 240. Spinal fluid Wassérmann was negative. 
Venesection of 500 c.c. of blood was performed. On 
March 7 the Babinski test was positive bilaterally, but 
more marked on the left side. The right optic disc was 
more choked than the left. The patient in general was 
considered to have shown improvement. On March 8 there 
was marked rigidity in the neck with slight positive 
Kernig and strong bilateral Babinski signs. Lumbar 
puncture of 15 c.c. of blood-tinged fluid was done. 
On March 17, 1918, neck rigidity had disappeared and 
the patient was discharged. 


* 

The patient’s general history showed no abnorn:lity 
until April 10, 1924, when she entered the hosvital 
again with the chief complaint of pain over the fr«utal 
region radiating into the occiput. This was followed 
by nausea and vomiting. Examination showed the 
sensorium to be clear. The pupils were equal. ‘Tiere 
was questionable positive Babinski on the left side. 
Blood Wassermann was negative. On April 14, 1924, 
neck rigidity was found and Kernig’s sign was pres- 
ent. Examination of the fundi revealed choking of 
the left disc and edema of the right disc. Spinal 
fluid revealed the presence of xanthochromic color, 
Spinal fluid Wassermann was negative. On April 19 
there was still some rigidity of the neck. There was 
marked improvement since the spinal puncture. The 
patient was discharged from the hospital on April 21, 
1924, and notation on June 3, 1924, was to the effect 
that the patient felt very well. 

This patient was seen by the author in 1940 and 
there had been no known recurrence to that date. 
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THE NEUROPSYCHIATRIC VIEWPOINT OF SOCIALIZED MEDICINE 


ERNEST M. HAMMES, M.D. 
Saint Paul, Minnesota 


E are meeting at a time when the neuro- 
psychiatrist has stepped into an unaccus- 
tomed spotlight. 
There is scarcely a field, military, political, so- 
cial or even economic, in which a fumbling, un- 
certain world has not suddenly become aware of 
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presented at the Twenty-first Annual 
Neuropsychiatric Association at Chi- 


the tremendous importance of mental aberration 
and nervous disease as a factor in its problems. 
From all sides there is a clamor for some magic 
from the neuropsychiatrist which will point the 
way. 

There is no doubt that the effective solution of 
many of the weightiest problems that face the 
world today lie in the realm of the mind and 
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spirit. It will not be enough to provide food and 
police protection for the great mass of people in 
occupied lands for instance, and especially for the 
defeated enemy. We cannot count the victory 
of our arms as more than one additional episode 
in perpetual world-wide conflict unless we can 
understand, and, in some measure, cope with the 
mental processes created by the aberrations of the 
Nazi doctrine and the effect of total defeat and 
the hatred and misery left in its wake, both 
among the conquered and conquerors. 


We cannot plan for a healthy, sound and pros- 
perous America unless we can learn to interpret 
the real meaning of security and fair dealing and 
to assess the needs for mental health of our peo- 
ple. 

To achieve the solution of all of these problems 
will require more perhaps than the neuropsy- 
chiatrist, as a specialist, can offer. 

As a group, we number some two and one-half 
per cent of all practicing physicians in this coun- 
try. Nevertheless, we are qualified leaders in an 
approach and method that is vital to the solution 
of national, as well as international, problems. 
There can be no doubt that ours is a heavy and 
a special responsibility to do what we can in many 
fields to direct a course toward a new and better 
way for the future. 


Tonight, I do not propose to venture into the 
larger issues of international relations, but it 
seems to me that we may well consider here one 
vital phase of planning for the future of America, 
the phase represented by the phrase “social se- 
curity,” and especially social security as applied 
to the medical service for the prevention and 
cure of disease and disability. 


There are, as you know, two general schools 
of thought in America, today. They are roughly 
represented in the thought and policies of the two 


major political parties. One of them assumes 
that unlimited free enterprise was possible only 
so long as we were a pioneering nation with great 
frontier territories to develop and despoil; that 
now, having passed the stage where the vigor and 
initiative to pioneer in new lands were all that was 
necessary to create individual security, the nation 
must collectively protect its citizens from want 
in a dwindling economy. 

The other assumes that pioneering is not lim- 
ited to the opening of new territories nor: the 
cutting down of new forests, nor the random 
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rush for new and easy riches: that America has 
only begun to mine the riches that lie in the fields 
of science and human invention: that, to set our 
goal, now, upon a meager pittance of collective 
security for all, would clip the wings of the 
world’s greatest experiment and sap the American 
spirit, so that all of our national energies would 
go toward providing merely for a phantom, since 
security in any real sense must always be a 
phantom. 

It goes without saying (quite apart from .the 
political campaign of the moment) that we as 
physicians and especially as neuropsychiatrists, 
cannot possibly agree with the point of view that 
the human spirit, and especially the human spirit 
in America, reached the limit of its achievements 
when the forests were cut down and the pork 
in Congressional barrels, which was apparently 
inseparable from the building of empire, was all 
distributed. 

We, as physicians, know what happens to peo- 
ple when they seek only security for themselves 
and their children and how they decay under 
handouts of half-measures they did not earn 
themselves. We know that there is no such thing 
as security except in the grave and that men thrive 
and grow only when challenged by the apparently 
impossible ; and that there is no end in this world 
of apparently impossible goals toward which men 
can work. 

Now all this, of course, is mere philosophic 
background and no comfort, you may say, to the 
man who happens through no fault of his own 
to be unable under our present system of private 
practice, to afford the services of a doctor or 
hospital. 

The question is: Would a half measure of 
service be better than none at all for this man? 
Are we justified in posing the case for quality, 
for high standards in medical practice and for 
the freedom from government control that is ab- 
solutely necessary to full scientific development, 
against the case for using power of the law and 
the support of government funds to meet this 
man’s need? 

This is a matter about which we should think 
seriously and fairly as physicians. It is a mat- 
ter in the consideration of which we are forced 
to leave out personal preference and individual 
advantage, because it is a problem that must and 
will be solved ultimately in the interest of the pa- 
tient and not of the doctor. 
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If, indeed, it is better that the government 
should step in and take care of this patient, then 
any opposition we may organize will be futile 
in the long run, and. we shall be placed in the 
unlovely and discreditable position of fighting for 
personal advantage against the public good. 


The fact is, of course, that we do not believe 
it is better. We believe that America will step 
backward and downward if the responsibility for 
caring for the sick is turned over to the govern- 
ment, just as we believe Americans will deterio- 
rate if their other responsibilities for providing the 
necessities and joys of life are turned over to the 
government. Furthermore, we believe that the 
quality of service provided will deteriorate and 
that inferior service is worse than none at all. 


Cheap medical care, publicly—which means po- 
litically—controlled medical care, may, in truth, 
stretch to every corner of the United States. But 
the chances are, it will not be good medical care. 
And anything less than good medical care may 
mean the difference between life and death to 
the man who needs it. 


That is our belief, based upon the experience 
of every day for every one of us. Now, then, we 
must also answer this question. Is it a counsel 
of perfection we are espousing, a fine idea, lovely 
to contemplate but impossible of realization, ex- 
cept for a favored few? A great many of our 
critics say so. In fact, the distinguished Dr. Alan 
Gregg, medical director of the Rockefeller Foun- 
dation, was recently quoted by the columnist Drew 
Pearson as having said so at a Senate committee 
hearing, conducted by Senator Claude Pepper. 
Dr. Gregg apparently observed at this hearing, 
that medical schools of the United States are 
“turning out physicians for middle- and upper- 
class patients in cities and not for the great mass 
of the population of rural communities.” 


I wonder if what Dr. Gregg really meant to say 
was this (he could have said it with less distor- 
tion of the truth) : that medical schools are turn- 
ing out physicians trained in the best methods 
and according to the highest standards attainable, 
regardless of who are to be their patients or where 


they are to practice. The reason they are doing 
so is sound. It is that the best is none too good, 
as we all know well, and that every American, 
no matter where he lives or what his income, has 
a right to expect the best under our system. I 
leave it to you whether it is a fact, judging by 
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your own experience in your communities, if © ily 
middle- and upper-class patients in cities get n 
ical service of a high standard in the Un 
States. It is not true in my own state of 
nesota. It is not true in the states of the Mid: 
West with which I am acquainted. It is undoubt- 
edly true in a few remote sections where popu- 
lation is scattered and in a few substandard sec- 
tions where housing, food and other essentials 
are also deplorably inadequate for too many 
people. 


We have gone far, very far, in providing the 
best for everybody in these United States, under 
our system of private medicine with government 
aid where it is manifestly needed and can properly 
be given. We have not reached perfection, of 
course, though we have gone farther along the 
way than any other civilized nation. We see gaps 
in our services; we are aware that there are un- 
met needs. We also see where we can meet 
many of these gaps without endangering our 
ideals or our standards and we are confident that 
a way can be found to provide the best for all. 
If we turn our practice over to government bu- 
reaus we shall achieve quantity, perhaps; but we 
know that we shall sacrifice quality. If we 
throw our vote for quality, we know we shall con- 
tinue to grow in scientific knowledge and skill and 
we believe we are capable, at the same time, of 
enlarging the quantity and improving the methods 
of distribution so that no patient in the United 
States need ever lack the best service possible at 
a price he can afford to pay. 


Believing that, it is clear that we, as physicians, 
and especially as neuropsychiatrists, who should 
know better than anyone else how important it 
is to preserve freedom and directness in the con- 
tact between doctor and patient, have a job to do. 
We must, of course, make clear, in terms of the 
public interest, the importance of the issue at 
stake. All of us realize that obligation and many 
of us have done what we could in defense of 
the principles of private practice. But we must 
go further and do better than that. We must 
center our attention, not upon our achievements 
in the past, but upon the unmet needs of the fu- 
ture, and we must find practical ways to meet 
these needs. 


It will not do, in these days of unrest and social 
ferment merely to tell the world how well we 
have done, how brilliantly we have advanced and 
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how much better we are than Germany, France 
or Russia or Britain, even if we can back up our 
statements with figures, as no doubt we can. 

Comparative figures mean little when they are 
opposed to the solid fact that here in America 
there are people who need doctors and do not 
have them, even if the number of people is small. 
The easiest way to see that they have them is to 
pass a law, appropriate funds and hire doctors. 
But you do not pass a law of that kind for just 
one town and one group. You pass it potentially 
for all. Soon, if you follow the easiest way, you 
have a vast, full-blown system of medicine by 
edict and rule book. Figures mean little to peo- 
ple who are paying fees they believe are too large ; 
and the easiest way to abolish burdensome fees, 
also, is to mask them in taxes. 

It seems to me, indeed, that this matter of fees 
requires serious investigation and action on the 
basis of impartial study. Joseph W. Mountain, 
Medical Director of the United States Public 
Health Service in his chairman’s address stated, 
“most of the current controversy in respect to 
medical care centers on methods of pay for serv- 
ice, rather than on how the service is to be pro- 


vided. These are separate but intimately related 


questions. The former is likely to be deter- 
mined finally as a political issue, while the lat- 
ter should be solved by the medical profession it- 
self.” It is my firm belief that both of these 
questions can and must be solved by the medical 
profession. 

Medical organizations all over the country have 
already taken experimental steps toward the de- 
velopment of nonprofit plans for spreading costs 
of medical service, paralleling the extensive pro- 
vision for meeting hospital expense. The Blue 
Cross Membership for prepaid hospital service 
exceeds 15,000,000 today. Prepayment medical 
service plans are now in operation in about fifteen 
states and many more are studying the program. 

This represents real progress in our effort as 
phsicians to extend the benefits of private practice 
to all and to ease the burden of costs to the in- 
dividual patient. It seems obvious that the pos- 


sibilities of applying the insurance principle to 
medical costs must be fully explored, not by the 
government, but under the active and enthusiastic 
leadership of the medical profession. 

As specialists in nervous and mental disease 
and maladjustments, we, of all men in the pro- 
fession, should value most highly the personal, 
confidential relationship of patient and physician. 
This relationship would be endangered inevitably 
by government medicine. We, above all, should 
value our freedom and the preservation of the in- 
centive which prompts investigation into unex- 
plored fields since there are still so many un- 
explored fields in our own specialty. These are 
the things we must safeguard; and we must be 
willing to sacrifice much to preserve them. Old 
machinery and outworn habits which have grown 
up in our system of practice must now be faced 
and perhaps revolutionized if they contribute 
nothing either to the patient or to the development 
of our practice of medicine. And we must be 
willing and ready to revolutionize them. 

It may be that too much is demanded of our 
profession in which we have such substantial in- 
vestments. It is rare, if not unprecedented, that 
any group such as ours, with vested interests in 
an established system, ever pulls itself up by its 
own bootstraps. To do so requires a determina- 
tion, a foresight and a humanitarian spirit above 
the capacity of most men. 

But we did as much or more when we reformed 
our medical schools and when we standardized our 
hospitals. I believe we have the spirit and we 
are capable of the foresight and determination to 
adjust the social and economic aspects of practice 
to the present needs. The challenge is upon us. 
The dangerous alternative has already been pro- 
posed and is being vigorously championed by 
many intelligent, if misguided, men and women. 
It is my hope and belief that we shall be able 
to meet that challenge. Furthermore we as indi- 
viduals, and national organizations such as ours, 
will and must give our united support to this 
problem and in doing so protect and preserve the 
American system of medical practice. 





Tuberculosis can destroy the finest human material 
in every nation. Yet all modern knowledge shows that 
this disease, if fought with medical and social weapons 
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known to us now, can be cured and largely prevented.— 
Hartey Wriiurams, M.D., Am. Rev. Tuberc., January, 
1945. 
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ELECTRO-SHOCK THERAPY IN A STATE HOSPITAL 


M. W. KEMP, M.D. 
Moose Lake, Minnesota 


WE have been using electro-shock therapy 

at this state hospital now for over three 
years, during which time 465 patients have been 
treated and a total of over 10,000 treatments 
have been given. Prior to the use of electro-shock 
therapy in our clinic, we had used extensively, 
for a period of four years, both insulin-shock 
therapy and metrazol-shock therapy. The num- 
ber of electro-shock treatments given varied. 
Some received only six or eight treatments ; others 
received as high as sixty where the treatment 
was carried out over a long period of time or 
where a series of treatments was given. The 
youngest patient was fifteen years of age, the old- 
est sixty, most of our patients being between thirty 
and forty-five years of age. Patients were not 
selected persons, but the treatment was given in 
a variety of mental disorders, the criterion being 
whether we thought this type of therapy would 
be beneficial or not. Almost without exception, 
patients given this treatment had shown mental 
symptoms for six months or longer and in a 
large number mental symptoms had existed for 
three or four years prior to the treatment. Some 
had received insulin or metrazol prior to being 
hospitalized here. Included also were some pa- 
tients who had been hospitalized as long as ten 
or twelve years. Since the treatments have been 
given over a three-year period, there has been 
an opportunity for a follow-up of a large num- 
ber of these patients. Of the 465 patients treated 
with electro-shock, 207 have been paroled or dis- 
charged, their hospital stay varying from one or 
two months to over a year following the treat- 
ments. 


The machine used is a standard portable type, 
and grand mal seizures were produced routinely. 
A special hospital bed is used with a four-inch- 


thick sponge-rubber mattress. We have been 
fortunate in having very few injuries and in 
this series there was one fracture of the humerus, 
two shoulder dislocations, and two patients in 
whom recurring dislocations of the mandible 
occurred. Infrequently, there were some com- 
plaints on the part of several of our patients 
of soreness of muscles, particularly of the chest 
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and lumbar region, which were carefully checked 
by x-ray and no evidence of fracture or dis- 
location found. Whereas, with the use of insulin 
shock and metrazol shock a number of patients 
objected to the therapy, very few patients of- 
fered any objections to electro-shock therapy. 
Those who did, were usually patients who felt 
there was nothing wrong with them and that 
they did not need treatment of any kind nor 
hospitalization. Some who were critical at first, 
as they improved and gained insight, were en- 
thusiastic about the treatment. Particular atten- 
tion has been given to preventing any patient 
who was to receive shock treatment from observ- 
ing the treatment being given to another patient. 
There was no mortality and there were no un- 
toward effects, although in the series presented 
were a number of patients who showed evidences 
of arteriosclerosis and heart disease, and who we 
considered to be poor risks. One patient with 
pulmonary tuberculosis, who was given treat- 
ments over a period of several weeks, showed 
some slight increase in the activity of her tuber- 
culous condition, although we could not be sure 
that this was due to the electro-shock treatment. 
She was very depressed and moody and had 
made no progress at all until given electro-shock 
treatment, following which she promptly im- 
proved, made a complete recovery from the de- 
pression, and has since been returned to a tuber- 
culosis sanatorium for pneumothorax. 

Our procedure with respect to the number of 
shock treatments given has varied, depending on 
the type of patient, and the progress resulting 
from the treatment. As a rule, we gave two 
treatments a week, occasionally three, and a total 
of ten or twelve treatments in a series. From 
this we have varied frequently, for example: 
to a depressed or agitated person, or one who is 
actively suicidal, we have sometimes given three 
or four treatments on successive days in order 
to hasten recovery, and then continued treat- 
ments twice a week. It was found that a num- 
ber of patients, both manic depressive types and 
schizophrenia, and other types, made very good 
progress while under treatment but relapsed when 
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the treatments were discontinued, and we have 
followed, in some of these cases, the practice of 
giving a treatment once a week over a period of 
several months. In this way patients can be 
maintained in rather satisfactory mental condi- 
tion who otherwise had shown such regression 
that they could not be interested in any hospital 
activities, and other forms of therapy such as 
occupational therapy could not be used. A num- 
ber of our patients who had shown mental 
symptoms for years, with much withdrawal 
from reality, we were able to stimulate sufficiently 
with electro-shock treatments to have them show 
an interest and alertness that they had not shown 
for years. It has then been possible to get them 
under other types of treatment and sometimes 
we were successful in maintaining a considerable 
amount of improvement so that they could be 
released on parole. 


The following list shows the types of patient 
treated and results : 





Recovery 
or very 

No. cases|satisfactory| Im- 
treated adjust- proved 

ment 


Psychosis 





Schizophrenia 
Hebephrenic 5 75 
Catatonic 19 

Paranoid 19 
Simple 0 


Manic Depressive 
Manic 
Depressive 


Involution Psychosis 
Melancholia 
Paranoid, and other types 

















Electro-shock therapy was also used for a 
variety of other conditions such as paranoia, 
psychoneurosis, cerebral arteriosclerosis, general 
paresis, and for some psychopaths commit- 
ted under the State Psychopathic Law. As 
might be anticipated, the results were not 
always conclusive and the improvement was 
variable. In several sex psychopaths, in whom 
difficulties had arisen a short time before 
coming to the hospital, and where we thought 
some change in their behavior pattern might 
result, we think some slight benefit resulted. In 
three out of four cases of general paresis, after 
a great deal of other treatment, we were able 
to see distinct improvement. The history of one 
of these cases is presented herewith. In the de- 
pressions of cerebral arteriosclerosis, we were 
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able to see improvement in four out of seven 
cases. In three out of seven patients with para- 
noid condition a good deal of improvement was 
seen, these being patients in whom difficulty, re- 
sulting in their commitment, was quite recent. 


The result of our series confirms reports from 
other clinics and there seems no question that 
the best results are obtained with electro-shock 
in depressions, particularly the agitated depres- 
sions of the involution period of life. Not nearly 
as good results were obtained in the manic phase 
or manic depressive psychosis. Another type that 
is improved quite consistently is the catatonic 
dementia praecox. As will be seen the hebe- 
phrenic and paranoid types were improved rather 
consistently ; in fact we were surprised that we 
got as good results in schizophrenia as we did. 
After using electro-shock treatment for three 
years in the treatment of schizophrenia, I am 
quite sure the results are much better than with 
insulin-shock therapy, not to mention the expense, 
nursing care, and the time required in giving in- 
sulin-shock therapy, and the additional danger 
to the patient. Following are presented two of 
our patients to illustrate the many types of be- 
havior that are seen frequently in state hospitals 
in which the use of electro-shock proved definitely 
beneficial and in the first case resulted in a very 
satisfactory adjustment and discharge. In the 
second case, by continued use of electro-shock we 
were able to keep this patient, who was suffering 
from a severe involution melancholia, comfor- 
table over a period of several years. 


A. J., a train man, forty-seven years old and married, 
was admitted November, 1941, with positive findings of 
general paresis. Before admission he had had twenty 
months of arsenical treatment and malaria therapy. 
He had been showing pecularities of behavior for six 
months. On admission he was stubborn, accused the 
railroad company’s physician of unfairness and of pre- 
venting him from being promoted. Thought his rail- 
road employe associates were unfriendly and were per- 
secuting him. Had some grandiose ideas as to his ability 
to stop the war. 


He was given intensive treatment for a year of try- 
parsamide intravenously and bismuth subsalicylate in- 
tramuscularly, and another course of malaria in which 
he gained weight, and there was some improvement in 
his spinal fluid. There was no improvement in his 
mental condition, and his paranoid symptoms con- 
tinued without change. It was impossible to get 
him to occupy himself and he was very antagonistic 
towards his family. In an effort to alter his behavior 
pattern, he was given two courses of electro-shock 
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treatment, in which we gave him several daily treat- 
ments for a time, and several months later repeated this 
course. Following the second course of electro-shock 
treatment, he promptly began to show a great deal of 
improvement and became much more reasonable and 
co-operative as far as his family was concerned so 
that we were able to release him in October, 1943, 
and he has since been re-employed by the railroad 
company in his former position, and his adjustment 
has been very satisfactory now for over a year. 


M. S., a housewife, fifty years of age, was admitted 
in June, 1940. She had had several miscarriages and 
a tubal pregnancy but had no children. She had been 
hospitalized elsewhere and had shown mental symptoms 
for a period of over four years. She had been suicidal 
and despondent, overly religious, self-accusatory, very 
agitated, at times would become almost incoherent and 
unable to understand or grasp what was said to her 
because of her agitation. 

A course of electro-shock treatments brought about 
prompt improvement following which she took up 
occupational therapy, continued with musical programs, 
composed some musical numbers that were rather good, 
and wrote poetry, and in every respect appeared as 
normal as she had been, and this was maintained for 
a period of several weeks. She then again became 
very agitated and depressed, and was again improved 
by a course of some ten electro-shock treatments. Im- 
provement did not last. She again became agitated so 
that we began giving her one or two treatments a week 


and during much of her stay of four years in the hos- 
pital, electro-shock treatments were continued u: ally 
once a week, but sometimes twice. Without ‘hese 
treatments the longest interval she remained ai al] 
free from a very agitated depression would be tiree 
or four weeks. A prefrontal lobotomy was recommended 
for this patient, but because of opposition by her oged 
father consent could not be obtained until recently, 
and plans are now being made for her to have this 
operation. 


In summary, a wide variety of mental disorders 
of a type characteristic of any state hospital have 
been treated by electro-shock. In depressions of 
the involution period of life and in manic depres- 
sive depressions, recoveries or very satisfactory 
results were obtained in about -70 per cent of 
the cases treated. In schizophrenia excellent re- 
sults were obtained in 40 per cent and much im- 
provement in an additional 35 to 40 in the hebe- 
phrenic and catatonic types. Patients in whom 
mental symptoms had been in existence for a 
number of years were frequently benefited by 
treatments once a week or even less frequently, 
over a period of months. In organic conditions, 
where other treatment has been ineffectual, we 
think electro-shock is occasionally helpful. 





MEDICINE AND PUBLIC HEALTH 


For too long a time this backward old world has per- 
mitted millions of its citizens to drag through the day 
just barely able to do their tasks because of debilitating 
illness, the prevention and treatment of which has been 
too expensive for their pocketbooks. The recent report 
on “Wartime Health and Education” by Senators 
Pepper, Thomas and LaFollette makes that quite clear.* 
With 23,000,000 people in the country suffering from 
chronic disease, more than 3,000,000 with impairments 
such as deafness, blindness or orthopedic handicaps, and 
more than 1,000,000 with hernia, with industrial casual- 
ties during the first two years of war higher than the 
military casualties, America has finally begun, under the 
pressure of manpower and womanpower shortages, to 
understand that positive health is one of our Nation’s 
greatest assets, and preventable illness one of its greatest 
weaknesses. 


*Wartime Health and Education—Interim Report from the 
Subcommittee on Wartime Health and Education to the Com- 
mittee on Education and Labor, United States Senate, Jan. 
1945, Govt. Printing Office. 


This awakening has brought out ‘into public concern 
the utter wastefulness of providing Mr. A, who has a 
fat pocketbook but a minor illness, with the best medical, 
hospital and nursing care that money can buy, and per- 
mitting Mr. B. with a curable but potentially fatal dis- 
ease, to seek the tag ends of care, meted out by lady 
bountifuls who feel sad about “those poor people across 
the tracks.” 

Manpower shortages on the home front, however, are 
only one cause of this rising public concern. The men 
and women who have left their communities to serve 
their country in the Armed Forces have broader hori- 
zons. Men who never knew what good medical and 
nursing care was like have been getting the best that 
our modern society provides. They have seen how it 
can keep people healthy and give them a zest for living. 
They will not be satisfied to see fifth rate care provided 
to their families at home on a charity basis when they 
come home. They will be asking some pretty point 
blank questions and they will expect some pretty point 
blank answers. 
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CASE FOR DIAGNOSIS 
F. J. HIRSCHBOECEK, M.D., and ARTHUR H. WELLS, MLD. 
Duluth, Minnesota 


Dr. F. J. Hirscupoeck: This thirty-five-year-old at- 
torney first came under my care about three months be- 
fore his death suffering from a low grade chronic conges- 
tive heart failure. He had been seen repeatedly by various 
physicians in the Student Health Service at the Univer- 
sity of Minnesota for four years beginning fifteen years 
before his death. At that time he was repeatedly diag- 
nosed as mitral regurgitation with hypertension. This 
was on the basis of a blood pressure of 140/90, a soft 
systolic murmur at the left internal border and another 
at the apex which was transmitted to the axilla. A 
soft diastolic murmur medial to the apex was not trans- 
mitted. There was an aborization block interpreted in 
the electrocardiogram. Dr. L. G. Rigler felt that the 
orthodiograms revealed a cardiac enlargement the result 
of mitral deformity with “regurgitation predominating.” 
The measurements were considered due to a relatively 
large left ventricle and small left auricle. Dr. Moses 
Barron of Minneapolis subsequently treated this patient 
for his cardiac condition for almost a year with “phe- 
nomenal” success in relieving a most severe general 
anasarca with bedrest, digitalis and salyrgan. 


Under my care the patient refused to have a thorough 
examination so the therapy advised by Dr. Barron was 
continued. One month before his death he was admit- 
ted to St. Luke’s Hospital in what proved to be his last 
attack of clinically typical chronic congestive heart fail- 
ure. He had had rheumatic fever at about the age of 
six and there were later attacks of the same disease. 
Fourteen years before his death he was advised against 
strenuous athletic activity. He played hockey including 
professional hockey during the following seven years. 
His cardiac condition apparently gave him little trouble 
until two years before his death when his chief trouble 
was that of edema collecting all over his body particular- 
ly in the legs and face. Exertion made him short of 
breath and caused a feeling of pressure in the pit of the 
stomach. He had attacks of nocturnal dyspnea. There 
was some abdominal distress lasting 114 to 2 hours af- 
ter eating. His appetite remained good apd he was a 
heavy drinker of alcohol. Frequent cathartics were used. 
There had been no attacks of pain. The physical exam- 
ination revealed a blood pressure of 195/125, pulse 96 
per minute and regular, temperature of 101.4° and res- 
pirations 32 per minute. There was a grade IV pitting 
edema of the ankles and a few moist rales at both bases 
of the lungs, posteriorly. The apex beat was in the 
sixth interspace in the anterior axillary line and the 
left border was found in the midaxillary line. There was 


From St. Luke’s Hospital, Duluth, Arthur H. Wells, M.D., 
Pathologist. 
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a palpable systolic thrill over the precordium and a 
short diastolic murmur at the base. The spleen was 
considered enlarged to percussion but not palpable. The 
tender liver extended 4 inches below the right costal 
margin. His color was fairly good. There was slight 
clubbing of the fingers. His condition improved rapidly 
under digitalis, salyrgan and theophylline therapy with 
rest in the hospital. He left the hospital contrary to ad- 
vice one week after admission and one month before his 
death. During this interval he remained at home, occa-. 
sionally preparing his own meals and not showing much, 
change in his condition until his sudden and unexpected 
death. 


Dr. A. L. ABRAHAM: The x-ray picture (Fig.'1) is 
that of a huge globular heart extending over to the 
lateral thoracic wall on the left and slightly enlarged. to 
the right. The outstanding feature in this anterior- 
posterior view is the remarkable enlargement of the pul- 
monary artery and its branches. The branches cast a 
shadow in the hilum of the lungs which might be 
mistaken for diseases of the lungs or hilar lymphnodes. 
The aortic arch is clearly defined and is comparatively 
small but actually approximately normal in size. One 
should have an oblique view to determine the size of 
the left auricle. 


Dr. S. H. Boyer, Sr.: The electrocardiogram submit- 
ted by Dr. Barron reveals the following diagnostic fea- 
tures: (1) Right axis, (2) Abnormally large P’ 2-3 with 
P4F inverted, (3) Abnormally long conduction time of 
QRS complexes. (4) Depressed segments in L3 and 4F 
together with inverted T2-3-4F. Slurring and notching. 
My interpretations are: (1) Right ventricular hypertro- 
phy, (2) Enlarged auricle, (3) Conduction fault in the 
Purkinje system and ventricular muscle fibers, some- 
times called indeterminate intraventricular block. (4) 
There is a single ectopic ventricular beat in L2. 


Dr. A. H. Wetts: This case is now open for any 
questions or diagnoses. 


Puysicians: “Mitral stenosis due to rheumatic heart 
disease.” “Mitral stenosis with adhesive pericarditis.” 
“Congenital ventricular septal defect.” “Coarctation of 
the aorta.” “Hypertensive cardiovascular disease.” “Pa- 
tent ductus arteriosus.” “Congenital interauricular sep- 
tal defect.” 


Autopsy 


Dr. A. H. Wetts: Dr. George Berdez’s diagnosis of 
congenital interatrial septal defect is correct with minor 
additions. 
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The essential pathologic findings in this well-developed, 
robust, young man were those in his heart and the com- 
plications of chronic passive congestion in other organs 
of the body. His heart weighed 1,030 grams. Its left 


Fig. 1. Huge globular heart, 


large 
branches and small aorta. 


pulmonary artery and 


lateral border pressed closely against the lateral chest 
wall 15 cm. from the midsternal line while the right 
border was in its approximately normal position. Peri- 
cardial surfaces had no adhesions or injection. There 
was a remarkable enlargement of the right ventricle 
with some torsion of the heart so that almost all of 
the in situ presenting aspect of the heart was made up 
of right ventricle and right auricle. Only a small area 
of the left ventricle could be seen at the left border. 
The pulmonary conus, pulmonary artery and its branches 
were quite large, while the aorta (7.5 cm. in circum- 
ference) and its arch were slightly smaller than average 
size. There was a large septal defect. posterior to the 
annulus ovalis (Fig. 2) measuring 3 cm. in diameter. A 
sharp margin of septum secundum of from 1 to 3 mm. 
in breadth could be identified about the opening (ostium 
secundum). The remainder of the septum was not un- 
usual. The right auricle was severely dilated and the 
right ventricle was huge. The thickened walls and tra- 
beculae carneae of this cavity accounted for an esti- 
mated 70 per cent of the heart weight. The tricuspid 
ring was dilated to 18 cm. in circumference and its well- 
formed leaflets were for the most part flat against the 
ventricular walls. There was a mild dilatation of the 
left auricle and moderate hypertrophy of the left ven- 
tricular musculature which measured 2 cm. in breadth. 
The pulmonary valve was incompetent as the result of 
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the dilatation of its lumen to a circumference of 13 cm. 
The aortic valve measured 8 cm. in circumference and 
appeared competent. The mitral valve had no signifi-ant 
fibrosis and appeared competent. The lumen of the r zht 


Fig. 2. Huge right ventricle and right auricle 
opened exposing auricular septal defect and dilated 
tricuspid valve. 


coronary artery was approximately three times its av- 
erage size while the left coronary and its main branches 
were mildly dilated. There was a small amount of sub- 
pericardial fat. The musculature of both ventricles was 
somewhat pale and quite firm. There was no fibrosis or 
further degenerative change. 

Seen microscopically the cardiac muscle fibers were 
huge and their nuclei were correspondingly large, irreg- 
ularly shaped and hyperchromatic. Systemic effects of 
chronic congestive heart failure included a moderate 
general anasarca without pulmonary edema with severe 
chronic passive congestion of the liver, spleen and kid- 
neys as compared with mild similar changes in the de- 
pendent parts of the lungs. 


Discussion 


Dr. A. H. WELLS: With your indulgence, I will brief- 
ly review the principal facts and theories concerning the 
types of interauricular septal defects, the frequently as- 
sociated congenital cardiac anomalies and the secondary 
pathologic changes in the heart. 

A knowledge of the various types and combinations of 
congenitial interauricular septal defects depends upon an 
understanding of the development of the interauricular 
septum. It suffices here to briefly describe the develop- 
ment of this structure in two phases. The ostium pri- 
mum is closed by the septum primum which grows down 
from the roof of the common atrium to meet the fused 
“endocardial cushions” a septum growing up from the 
floor or the interventricular septum. Absence, incom- 
plete or abnormal development of either or both of 
these septal formations are considerably rarer than de- 
fects in the second phase of the embriologic develop- 
ment. Simultaneous with the primary closure of the 
ostium primum is a development of an opening poster- 
iorly called the ostium secundum. A septum secundum 
grows to gradually close the resultant foramen ovale. 
This second phase of the formation of the interauricular 
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septtm may be stopped or defective at any part of its 
development. There may exist combinations of defects. 

slit-like opening of the foramen ovale variously re- 
ported as being present in from 20 to 30 per cent of 
the postmortem material*** has no significant effect upon 
cardiac function. However, the decidedly rare (close to 
100 reported cases*) defects in the interauricular septum 
measuring more than 1 cm. in diameter are serious les- 
ions 

Among the sixty-two cases collected from the litera- 
ture by Roesler® there were forty-one with mitral val- 
yular lesions a proportion much higher than that found 
in other congenital anomalies. Six of his collection had 
“buttonhole” mitral stenosis. Roesler had omitted from 
his collection all cases of complete absence of the inter- 
auricular septum (cor biloculare or triloculare) also 
cases associated with patent ductus arteriosus, pulmo- 
nary stenosis, interventricular septal defects (maladie de 
Roger), and high-grade coarctations of the aorta. In- 
teratrial septal defect associated with mitral stenosis 
(Lutembacher’s disease) has provoked considerable con- 
troversy in the literature concerning the congenital or 
acquired nature of the mitral lesions and their relation- 
ship to the origin of the patent septum. 

Secondary pathologic changes in the heart resulting 
from the patent interauricular septum are described in 
some detail in our case presentation. They include a 
remarkable dilatation of the right auricle and right ven- 
tricle with hypertrophy of the walls of these two cav- 
ities; also enlargement of the pulmonary conus, dilata- 
tion of the pulmonary artery and its principal branches, 
and some rotation of the heart so that the right ven- 
tricle and right auricle form the principal presenting 
parts. The tricuspid valve frequently becomes incompe- 
tent due to dilatation as does the pulmonary valve on 
accasions. There is generally comparatively little dilata- 
tion and hypertrophy of the left side of the heart. The 
aorta is either normal or small. Associated congenital 
and acquired defects may alter these secondary changes. 
However, they should be prominent if the interauricular 
septal defect is of importance. 


Dr. F. J. Hirscupoeck: The various congenital heart 
diseases are notoriously difficult to differentiate clinically. 
Interauricular septal defect is no exception to this rule 
and is rarely diagnosed before the necropsy. However, 
there are certain characteristics which may lead the 
careful examiner to the proper diagnosis. Abbott’ felt 
that pallor of the skin, slender build, delayed puberty, 
mental retardation and rarely dwarfism and infantilism 
were to be explained as a result of the commonly asso- 
ciated hypoplasia of the aorta with decreased systemic 
circulation. The early and frequently severe enlargement 
of the right side of the heart may result in a precordial 
bulge. Cyanosis is not generally present until late (cya- 


nose tardive). Hippocratic fingers are likewise late in 
their appearance or do not develop. According to Brown’ 
the most characteristic signs are those due to dilatation 
of the pulmonary artery with forceful systolic pulsation 
against the chest wall accompanied by a diastolic shock, 
a systolic murmur and occasionally a_ thrill in 
the pulmonary area with an accentuated pulmonary 
second sound. A _ diastolic murmur due to pul- 
monary incompetence may be occasionally heard as in 
our case. The occurrence of thrills and murmurs accord- 
ing to Steigman and Putnam® are extremely variable 
and as a rule are of little diagnostic value. The fre- 
quently associated valvular deformities undoubtedly com- 
plicate the diagnosis in many instances. The frequent oc- 
currence of auricular fibrillation is in contrast to its 
rarity in association with all of the other congenital 
cardiac anomalies. The electrocardiogram usually re- 
veals a right axis deviation and occasionally the P 
waves may be large as the result of auricular hyper- 
trophy. The roentgen evidence of a huge globular heart 
with a comparatively small aortic arch and a huge 
dilatation of the pulmonary artery and its branches far 
into the hilum of the lungs is undoubtedly the best 
evidence of an existing auricular septal defect. It is 
obvious the right ventricular enlargement might be mis- 
taken for left-sided hypertrophy. However, the relative- 
ly small left auricle and the electrocardiogram may help 
in arriving at the proper diagnosis. 

It should be noted that although the patients with 
auricular septal defects may be invalids, the great ma- 
jority of those reported lead an active life and 
may experience multiple pregnancies and major surgical 
operations without showing ill effects. The average age 
at death js thirty-six years. The prognosis is about 
equal to that of coarctation of the aorta, less than that 
of interventricular septal defect and better than patency 
of the ductus arteriosus and pulmonary stenosis. 


Anatomical Diagnosis: (1) Congenital interauricular 
septal defect; (2) hypertensive cardiovascular disease; 
(3) chronic congestive heart failure. 
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Men returning from combat areas who have been un- 
fortunate enough to contract tuberculosis will not take 
kindly to hospitalization and other restrictions when 
their ambition for years has been a return to normal 
living. To provide proper treatment for these men as 
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well as protection for their families will be one of the 
difficult medical and social problems facing those re- 
sponsible for tuberculosis control—A. J. CHEstey, M.D. 
and D. A. DuxKetow, M.D., Minnesota Department of 
Health. 
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COARCTATION OF THE AORTA 


KANO IKEDA, M.D. 


Saint Paul, Minnesota 


Dr. L. A. ZAworskit: The case is that of a man, 
thirty-two years. of age, who entered the hospital on 
January 26, 1945, with the chief complaint of dyspnea 
and wheezing. The patient believed he had asthma. He 
had been dyspneic for the past two years and during the 
past four or five months the dyspnea had become more 
severe. About the first of this year, his dyspnea be- 
came so severe that at times he was not able to lie down 
at night but had to sit up in a chair most of the 
night to ease his respiratory distress. He also stated 
that being out in the cold seemed to aggravate the dysp- 
nea and made him cough. The patient also had been 
nauseated for the past month and usually vomited a 
half hour after eating. Brownish material frequently 
was present in the emesis. The patient had no particular 
food dyscrasia. He had lost 10 to 15 pounds since the 
latter part of December. He also stated that his ankles 
would swell at times. He was hospitalized at Ancker 
Hospital last summer for his wheezing. The patient 
was seen in the Wilder Dispensary on January 24, 1945, 
by the Resident who advised hospitalization. 


The family history revealed the mother had diabetes. 
An uncle died of rheumatic carditis. 


The past history revealed the patient had “pneumonia” 
two years ago and he believed his “asthma” began after 
this. He had measles as a child but denied any rheu- 
matic infections, scarlet fever, diphtheria, pertussis, or 
mumps, as well as any luetic infection. Last summer 
he was hospitalized at Ancker Hospital for his swollen 
ankles and dyspnea. 


Physical examination revealed a fairly well developed, 
poorly nourished, muscular, white male in moderate 
respiratory distress. Examination of the head and neck 
was negative except for poor oral hygiene, cyanotic 
lips, and rather marked carotid pulsations. The chest 
was not emphysematous but a striking feature was the 
marked bilateral subclaven pulsations. Another promi- 
nent feature was the prominence of the veins along the 
lateral chest wall. The point of maximum apical im- 
pulse was in the ninth interspace in the midaxillary line. 
The pulse was 92 and blood pressure in the right arm 
was 170/80 and in the left arm was 166/80. There 
were both a systolic and a diastolic murmur at 
the aortic area, as well as at the apex. The 
lung fields were clear except for, some moist rales 
in both bases, especially in the left lung. A systolic mur- 
mur was heard at the back, medial to the left scapula. 
The abdomen was negative except that the liver was 
palpable about three fingerbreadths below the costal 
margin. There was a Corrigan pulse but no capillary 
pulsation in the nail beds was seen. There was a 1+ 





From the Charles T. Miller Hospital, Saint Paul, Kano 
Ikeda, M.D., Pathologist. 
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pitting edema of the ankles. The blood pressure in the 
right leg was 94/80; in the left leg, 92/80. 

Diagnostic impression was (1) aortic regurgitation 
with beginning decompensation, (2) cardiac hypertro- 
phy, (3) possible gastric cancer. 


Dr. J. P. Dantster: Digitalization was begun at 
once. The electrocardiogram showed a P-R interval! of 
.24 seconds and a QRS of .12 seconds with T; inverted, 
T: and T; diphasic, and T, exaggerated. The diagnosis 
was left axis deviation with left bundle-branch block 
and myocardial changes. 

Knowing that the patient had once been to Ancker 
Hospital, I called there for a résumé of his chart. The 
protocol received indicated that he had been followed at 
the outpatient department there since September 13, 
1934, at which time he complained of loss of strength 
and shortness of breath of two years’ duration. Exam- 
ination at that time revealed the heart to be enlarged, 
with a loud systolic murmur at the apex transmitted 
to peripheral vessels and with a suggestion of an apical 
diastolic murmur. The blood pressure then was 180/80. 
The diagnosis at that time was rheumatic endocarditis, 
aortic insufficiency, and possible mitral stenosis. He was 
seen aS an outpatient at Ancker Hospital at infrequent 


intervals until June 3, 1944, when he was hospitalized 


there because of marked dyspnea and edema of the 
ankles. The blood pressure- again was 180/80 and the 
pulse rate was 95. There was a blowing early diastolic 
murmur over the precordium from the aortic area to 
the apex and a rough systolic murmur posteriorly in the 
left interscapular space. Roentgenograms of the chest 
revealed the heart to have a diameter of 23 cm. with 
moderate pulmonary congestion. The film showed scal- 
loping of the right sixth and ninth ribs, both fourth ribs, 
and both fifth ribs. Re-examination of the films taken in 
September, 1934, revealed the same findings. An electro- 
cardiogram on June 5, 1944, showed left bundle-branch 
block, myocardial damage, and first degree heart block. 
The patient was discharged from Ancker Hospital on 
June 26, 1944, with a diagnosis of possible coarctation, 
aortic regurgitation of possible congenital but probable 
rheumatic origin, generalized cardiac hypertrophy and 
lidatation, and myocardial insufficiency. His last visit 
to the Ancker outpatient department was on July 13, 
1944. 

Questioning of the patient’s father and sister revealed 
nothing positive except that the patient, until about the 
age of twenty, had always been able to do hard manual 
labor, having worked on a construction gang and as a 
farmer, and had been able to keep up as well as the next 
fellow. As a child, the patient had always been well 
and strong but there was some question as to the pos- 
sibility of rheumatism at about the age of fifteen. 


As to the condition itself, White states that slight 
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grades of coarctation are not infrequent but higi. degrees 
are rare. There are, according to him, two types. The 
infantile type, which is very rare, consists of a narrow- 
ing of the whole aortic isthmus between the 1 ft sub- 
cdavian and the ductus arteriosus. This type is incom- 
patible with long life, the maximum reported being nine 
months with a mean of about eight hours. The adult 
type consists of a very localized constriction of the aorta 
at or usually just below the insertion of the ductus 
arteriosus. It is probably always a prenatal condition. 
In a few cases, the ductus remains patent but the 
most common asociated anomaly is the bicuspid aortic 
valve; frequently the condition is uncomplicated. The 
anomaly is three times more frequent in males than in 
females and has been found to occur in more than one 
member of a family. 

As a result of the obstruction to the bleod flow 
distal to the origin of the left subclavian, there is often 
aconsequent dilatation of the aortic arch with a progres- 
sive generalized cardiac hypertrophy and dilatation. The 
shunting of more blood cephalad accounts for the higher 
blood pressure in the arms. and lower pressure in the 
legs. The establishment of a collateral circulation is at- 
tained by an anastomosis of the internal mammary veins 
with the intercostal, the epigastrics, and the subscapular 
arteries. The aorta may become markedly thinned above 
the coarctation and an aneurysm result which may rup- 
ture. Heart failure, however, is the most common com- 
plication, with rupture of the aorta next. Subacute bac- 
terial endocarditis frequently develops and when it does, 
it frequently invades chiefly the area of coarctation. 
Cerebral complications sometimes develop either as a 
result of thrombosis or of cerebral hemorrhage. As to 
the treatment of the condition, there is no special treat- 
ment except to protect the patient from physical strain 
and from infections. For the differential diagnosis, al- 
ways suspect coarctation in a case of hypertension in a 
young subject. A lowered blood pressure in the legs and 
the x-ray findings of scalloping of the ribs are important 
points in making the diagnosis as are prominent sub- 
scapular pulsations. 


Dr. H. O. Peterson: The radiograph taken at Ancker 
Hospital in 1934 shows a typical left ventricular type of 
heart which is definitely large at this time and also 
shows very typical notched ribs which is diagnostic 
of this condition. 

The radiograph taken at Ancker Hospital in January, 
1944, shows tremendous increase in the size of the heart 
as compared with the film in 1934. The apex almost 
reaches out to the chest wall. One of the features of 
these casés is a small aortic shadow and this is a little 
difficult to understand. The scalloping of the ribs is due 
to increased pulsations in the intercostal vessels. 

The lateral view, taken at Ancker Hospital, with bar- 
ium in the esophagus, shows posterior displacement of 
the esophagus. The entire heart is enlarged and, there- 
fore, there is bound to be some esophageal displacement 
with resultant aortic stenosis. 

There is definite pulmonary congestion throughout 
both lungs through the hilar regions as would be ex- 
pected with the size of the heart. 

The radiograph taken in January, 1945, shows the 
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heart border to be now within lcm. of the lateral chest 
wall. The notchings have not changed since the original 
film in 1934. The aortic shadow is still insignificant. 

The kymogram shows excellent pulsations along the 





Fig. 1. The roentgenograms of the heart taken January, 1945 
showing the enormous enlargement of the heart, a short and 
narrow arch and notching of a few ribs (arrow). 


left border of the heart but they diminsh along the apex 
to almost nothing. Up where the aorta is to be ex- 
pected, pulsations are good. Along the descending aorta 
the pulsations are very weak. 


Autopsy 


Dr. Kano Ikepa: While the body did not appear well 
nourished, it was quite muscular and athletic in type. 
There was moderate cyanosis of the face and neck. 
There was no edema. The superficial veins on the thor- 
acic wall, especially on the left side, were somewhat 
prominent. The subcutaneous vessels were engorged and 
blood exuded freely. The internal mammary arteries 
were large and somewhat tortuous. They were 8 to 10 
mm. in diameter near the origins and 4 mm. in diameter 
at the costal margins below. The intercostal arteries 
were dilated and tortuous and some of them lay in the 
rough grooves along the under surfaces of the ribs on 
the posterior aspects of the chest wall underneath the 
parietal pleura. The heart in situ, with the pericardium 
unopened, measured 22 cm. in transverse diameter. The 
heart with the arch and the entire length of the aorta 
weighed 1,410 gm.; the latter removed, it weighed 1,375 
gm. The epicardial surface was stretched and shiny. 
All the chambers were dilated, especially the left ven- 
tricle. Both the right and left ventricles were enor- 
mously hypertrophied, the left being 3.5 to 4 cm. and 
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the right, 1 to 1.5 cm. in thickness. The myocardium was 
pale, grayish light brown in color, somewhat cloudy, and 
of rubbery firmness in consistency. The aortic orifice 
was guarded by two large cusps with slightly indurated, 
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stitial fibrosis.’ Chronic passive congestion of th« liver 
and lungs was marked. Anatomical diagnoses were 
coarctation of the aorta (adult type), cardiac ‘:\per- 
trophy and dilatation (high degree), bicuspid »>rtic 





Fig. 2, A. The heart showing a marked hypertrophy of the left ventricle and an inside view of a fish-mouth constriction of the 


arch (arrow). B. 
artery. 

smooth, cord-like edges. The circumference of the mitral 
orifice was 14 cm.; that of the aortic, 8 cm.; the 
pulmonary,~ 11 cm.; and the tricuspid, 17 cm. 
The coronary arteries were dilated, the main trunks 
being 5 mm. in diameter. The root of the aorta 
showed diffuse, yellowish atheromatous streaks. The 
ascending portion of the aortic arch was definitely 
dilated, while the arch itself was reduced in size, being 
about 1.5 cm. in diameter. Just beyond the left sub- 
clavian artery, there was a definite constriction of the 
aorta. The over-all diameter of the constricted portion 
was about 1 cm. Here the wall was thickened and ath- 
eromatous and the lumen narrowed down to about 3 mm. 
in diameter. It presented a fish-mouth appearance as 
viewed from above. The rest of the aorta was hypo- 
plastic, the circumference of the aorta at the bifurca- 
tion being 3 cm. The lungs were congested and edema- 
tous. The pulmonary arteries appeared normal. The 
liver, weighing 2,100 gm., showed a typical nutmeg ap- 
pearance, evidencing a high degree of chronic passive 
congestion. The aorta, besides being reduced in diam- 
eter, appeared somewhat reduced in thickness and more 
elastic, except in the ascending portion which was slight- 
ly dilated and atheromatous. On the other hand, all the 
arterial trunks arising from the aorta appeared enlarged 
and more prominent. Microscopically, the myocardial 


fibers were. hypertrophied and there was slight inter- 
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A posterior view of the heart with aorta showing an area of constriction (arrow) just below the left subclavian 


valve, and chronic passive congestion of the lungs and 
liver. 
Discussion 

Dr. JoHN Briccs: This case was not recognized as a 
coarctation of the aorta at the time of the patient’s first 
visit to Ancker Hospital in 1934. The predominant signs 
at the time were those of aortic insufficiency. There 
was good femoral pulsation present. On his last admis- 
sion to the hospital in June, 1944, the aortic systolic and 
diastolic murmurs were present, and, in addition, the 
collateral circulation over the chest was marked. The 
blood pressure in the extremities was less than expected. 
The notching of the ribs was also marked. The findings 
on last admission led to the diagnosis of aortic insufh- 
ciency and obstruction to the aorta (coarctation-like syn- 
drome) probably of congenital origin or congenital de- 
fects plus an associated rheumatic defect. 

Coarctation of the aorta is not uncommon. The con- 
striction occurs, as already stated, at or near the inser- 
tion of the ductus arteriosus and distal to the left sub- 
clavian artery. The circulation is maintained by the 
superior intercostal branches of the subclavians and the 
first intercostal within the chest; between the scapular 
branches of the subclavians and the upper aortic inter- 
costals of the thoracic wall; and between the internal 
mammary arteries and the epigastric branches of the 
external iliacs in the abdominal wall. 
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The mechanism producing the .stenosis remains un- 
known. The infantile type of stenosis is prenatal, but 
the adult form is postnatal. Some observers believe that 
the constricting process in the ductus extends into the 
aorta, thus causing stenosis. Some believe that the defect 
occurs because of a congenital weakness in the aortic 
wall since the stenosis occurs where the three primitive 
arches meet. Dr. Sommers, in his discussion, reviews in 
detail Dr. Friedberg’s excellent theory of the patho- 
genesis of coarctation. 

Clinically, in some, coarctation may be latent and only 
found at autopsy. In others, it may manifest itself by 
signs of cardiac weakness, dyspnea, palpitation, etc. The 
throbbing vessels may be prominent and nosebleeds 
common. There may be complaints referable to the legs 
because of the inadequate circulation. On examination, 


“one finds hypertension in the upper extremities with 


hypotension in the lower extremities. The forceful pul- 
sating collateral circulation is easily seen. A systolic 
murmur may be heard over the base of the heart and a 
systolic thrill may also be present. The systolic murmur 
is heard characteristically over the back. The murmur 
of aortic insufficiency may also be present. The heart 
may be greatly enlarged. 

By x-ray, the heart may be enlarged and often there 
is characteristic notching of the ribs. This is not always 
present. The aortic arch is often small and occasionally 
in the oblique view a constriction in the aorta may be 
seen. 

The electrocardiogram is not characteristic. 

The lesion of coarctation may be associated with other 
congenital defects such as bicuspid aortic valves, congen- 
ital cerebral aneurysms, et cetera. In addition, compli- 
cations such as congestive failure, rheumatic endocard- 
itis, subacute bacterial endocarditis, cerebral hemorrhage, 
or ruptured aorta are not uncommon. 

The diagnosis should be suspected in any child with 
unexplained hypertension of systolic murmurs in atypical 
position. It is established by finding the typical notched 
ribs and hypertension, associated with lower-extremity 
hypotension. 

The treatment is symptomatic. The lesion seems 
amenable to surgical resection. Whether such a pro- 
cedure is of value remains to be proved. 


Dr. BEN Sommers: This is a most unusual case be- 
cause of the marked cardiac hypertrophy. The heart is 
estimated to weigh 1,350 gm. In 1937, Golden and 
3rams* were able to find only thirty-eight cases of 
cardiac hypertrophy over 1,000 gm., and in 1944, one 
more was reported. Only six were in excess of 1,350 
gm., making this heart the seventh weighing over that 
figure. It is still more remarkable in being the only case 
of coarctation of the aorta in the entire group. 

In regard to the theories of pathogenesis which Dr. 
Briggs described, the latest and in many ways, the most 
plausible one was recently reported by Charles Fried- 
berg? In the fetus, the aortic arch is divided into an 
ipper and a lower segment by the isthmus, that short 
segment between the left subclavian artery and the duc- 
us arteriosus. Direct observation of radio-opaque mate- 
rial injected into the inferior vena cava of sheep’s fetus 
evealed the material to pass directly through the fora- 
nen ovale into the left heart and aorta, thence into the 
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carotids and subclavians. Little blood was seen to pass 
through the isthmus into the lower segment. By the 
same method, most of the material injected into the 
superior vena cava passed through the right heart, pul- 
monary artery, and ductus arteriosus into the lower 
aortic segment. Friedberg’s theory presupposes either 
a hypoplasia of the aorta or more rarely a constricted 
area or anomalous vessel in the upper aortic segment as 
the basic congenital anomaly in coarctation of the aorta. 
At birth, the drop in pressure in the ductus as the pul- 
monary arterial blood passes into the pulmonary arteries, 
causes closure of the ductus through the contraction of 
its strong circular muscle fibers. Hypoplasia of the aorta 
lowers the pressure in the isthmus even more than in the 
normal, and coarctation develops in the same way. 

This theory explains the fact that coarctation of the 
aorta, occurring after birth, is never found in the 
fetus. It also accounts for the location of the adult 
coarctation at or below the opening of the ductus. As 
development proceeds, the tremendous pressure in the 
arch of the aorta causes dilatation of this congenitally 
hypoplastic, weak vessel, accounting for the frequent oc- 
currence of aortic rupture in these cases. 

Dr. C. B. Drake: The narrowing of the aorta in 
coarctation cases, of course, causes a lower than normal 
blood pressure in the lower extremities. The higher 
than normal blood pressure in the upper part of the 
body can be explained as an effort on the part of nature 
to supply more blood to the lower part of the body. Na- 
ture shows an apparently intelligent response in adjust- 
ing circulation to the mechanical abnormality in coarcta- 
tion as in the case of aortic regurgitation by an increase 
in blood pressure. 

The blood pressure in the lower extremities is nor- 
mally 20 or 30 mm. of mercury higher than in the arms 
even when the subject is in the recumbent position. This 
can be explained by the laws of hydrodynamics. The 
fluid pressure as indicated by the level of fluid in a 
piezometer tube at right angles to a tube in which a 
fluid is flowing, is unaffected by the velocity of the 
stream. However, if a piezometer tube is inserted into 
the tube in which the stream is flowing at an acute angle 
in the direction of the stream the pressure in such a 
piezometer tube is affected by velocity and is increased. 
Thus, the arteries which arise from the aorta do so at 
right angles to the aorta and the blood pressure in the 
radials is essentially the same as in the aorta. In the 
femoral arteries, however, the situation corresponds to 
the piezometer tube at an angle to the main stream and 
the blood pressure is increased because of the velocity 
factor. Blood velocity is increased in aortic regurgita- 
tion and this accounts for the abnormally high blood 
pressure readings in the lower extremities in such cases. 


Dr. HerMAN Wo irr: Diagnosis cannot be made by 
laboratory technique but instead requires clinical knowl- 
edge and instinct. While the changes in the femoral ves- 
sels may or may not be present, I think that any hyper- 
tension occurring in a young adult should have a possible 
diagnosis of coarctation of the aorta. 


Dr. C. N. Hense_: For twenty-two years, the patient 
had a moderate enlargement of the heart. Then, after 


(Continued on Page 316) 
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HISTORY OF MEDICINE IN GOODHUE COUNTY 


(Continued from March issue) 


In 1886 the regular physicians of Goodhue county apparently started a drive to 
prosecute men who were not physicians but who advertised themselves as such. 
In July, two such cases were recorded in the newspapers. A man by the name of 
B. M. Behrens of Chicago was prosecuted by petition of O. H. Hall, O. K. Hall, 
H. L. McKinstry, E. H. Tupper and O. K. Lindboe for practicing medicine con- 
trary to the state law. The law required a man to go before a state medical board 
and secure a certificate before he was granted the right to practice.*° This man, 
who had signed his prescriptions ““M.D.,” had been heralded by posters announcing 
that he was a specialist in treatments of lung, throat disease, catarrh, etc. He had 
treated several cases of throat trouble and indigestion. He was held on a $500 
bond to appear before the grand jury. The other case was that of one C. N. 
Nelson, apparently a regular physician™’, who by complaint of Drs. Jaehnig, Jones, 
Leininger, W. M. Sweney and Magelssen was arrested for practicing medicine in 


_ Red Wing without complying with the conditions of the law. He pleaded guilty 


to the charge and was held on $500 bond to appear before the grand jury. Several 
months later Nelson is mentioned as having appeared as a witness for the state in 
a poisoning case. 


1890-1900 


During the nineties there was what might be called a continued epidemic of 
diphtheria. The disease appeared in all parts of the county and, in some years, 
the number of cases assumed an alarming proportion. The first three years appar- 
ently were the worst. In 1891 the schools in West Red Wing and Ellsworth were 
closed, and there were bad cases in Cannon Falls, where Dr. H. E. Conley’s two 
children died of it. We have the following statistics for Red Wing during the 
fall of 1893. At this time the population of the city was about 6,400. Twenty-one 
children died of diphtheria, six before school opened, and seven of the fatal cases 
were below school age. During September the schools were closed for about ten 
days, during which time twelve more cases developed. By the middle of October 
there were ten more, making a total of thirty-three families under quarantine. By 
November, however, all but eight of these cases were reported as convalescent. 
Diphtheria continued to reappear in the surrounding towns through the following 
years and the schools were closed at intervals. The late summer of 1895 saw nearly 
four dozen cases in the little town of Hay Creek alone. It again reached serious 
proportions in 1898. These statistics are interesting in comparison with the present- 
day control of the disease. 

Diphtheria antitoxin was coming into use toward the end of this period. M. H. 
Cremer and L. E. Claydon of Mazeppa in Wabasha County were the first to use it 
in Southern Minnesota. In June, 1895, they used it for a large number of cases 
in Zumbrota, Goodhue and Belvidere townships, all in Goodhue County. 

Influenza was also common at this time. It was most general during the first 
few years of the decade and again in 1899. 


10. The state law requiring this certificate was passed in 1883. Exemption from the requirement was 
based on a testimonial of five years’ practice prior to that date. 
11. According to Dr. H. P. Sawyer, of dhue County. 
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Measles assumed epidemic proportions in some localities of the county in 1890. 
The last four years of the decade also saw epidemics of measles, there being, in 
the winter of 1897, forty cases in the Minnesota State Training School alone. 

Three fatal cases of typhoid were reported in Cannon Falls in the winter of 
1891 and inmates of the orphans’ home at Vasa suffered from the disease in 1898. 
The following year Kenyon was the scene of a few scattered cases. A mild run of 
scarlet fever was experienced in Red Wing in 1891. With the exception of 
whooping cough and chicken pox, which struck Goodhue town almost at the same 
time early in the summer of 1895, this concludes a report on epidemics. Dr. H. L. 
McKinstry, the health officer for Red Wing, reported that in the year 1895 there 
were ninety-one deaths in the city, of which five were from contagious diseases, 
making the death rate eight-tenths of one per cent. During the same year the 
number of births totaled one hundred and seventy-two. 

It is worth mentioning that in spite of the heavy mortality from diphtheria and 
the prevalence of measles, other diseases were less common during the ten-year 
period. No mention appeared in the newspapers of smallpox or malaria, both of 
which had troubled the county in preceding years. 

The men who served as county physicians during the decade were: Bruno 
Jaehnig, J. V. Anderson, A. T. Conley, H. E. Conley, J. C. Gronvold, George 
Overholt, E. A. Tupper, O. I. Hall, O. H. Hall, Charles Hill, Otis J. Brown, 
George C. Wellner, Galen Allen, P. E. Jones, Charles M. Beebe, Seth E. Howard, 
W. L. Craddock, H. P. Sawyer, K. Gryttenholm, and C. E. Wing. 

The districts for which these physicians were elected were: Red Wing, the first 
district ; Cannon Falls, the second; Kenyon town and village and Cherry Grove, 
the third; Warsaw, Wanamingo and Holden, the fourth; Zumbrota town and 
village, Minneola and Belle Creek, the fifth; Pine Island and Roscoe, the sixth; 
and Goodhue and Belvidere, the last. The third and fourth and the fifth and sixth, 
as here listed, were often combined, making five in all. The salaries varied some- 
what depending on whether or not bidding was allowed. These are the figures for 
the year 1894 for the divisions enumerated above, respectively : $400, $220, $72, 
$120, $100, $100 and $50. 

An idea of the work connected with being a physician for the county may be 
gained from the following report made by J. V. Anderson in 1897, physician for 
the first district. As county physician during that year, he traveled 220 miles in 
the country, made 175 visits in the city and 20 to the county poor farm and held 
175 office consultations. The money value of the preceding services he estimated 
at $657.50. The amount he received was $450. 

Hospital facilities were enlarged and improved. In 1890 the county hospital 
was moved from its site at Red Wing to a site near the newly finished county 
almshouse. The building formerly used for the county hospital was then turned 
over gratis to the city of Red Wing for a city hospital. In return, county patients 
were to be received at the rate of one dollar per day. A group of Red Wing women 
assumed the business management of the hospital and contributed $700 to its 
support. After that, the city made regular appropriations. The association, which 
was incorporated in 1891, had as its officers, Mrs. S. B. Foot, president ; Mrs. T. B. 
Sheldon, first vice president; Mrs. C. F. Smith, second vice president; Mrs. B. 
Densmore, secretary ; and Mrs. T. K. Simmons, treasurer. There was also an.ex- 
ecutive board of five members. During its first year the total receipts from private 
contributors and city appropriations totaled $1,603.67 and the expenses totaled 
$1,061.24. There were accommodations for about ten patients. In 1896 the 
hospital association was reorganized’* and a search was made for a more suitable 


12. The officers were: E. H. Blodgett, president; Mrs. S. B. Foot, first vice president; Ed Johnson, 
second vice president; C. A. Betcher, secretary; Fred Busch, treasurer. 
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building for the growing institution. Eventually, the thirteen-room home of Gen- 
eral S. P. Jennison on College Bluff was chosen. Additions and improvements 
were made. Six rooms were given over to the patients ; two of these were private 
and the rest had several beds. No beds were set aside, however, for contagious 
diseases. 

A study of the city hospital reports for four different years during the nineties 
shows that the total expenses of the hospital averaged about $1,360 per year and 
the receipts about $1,590. Of the total number cared for each year, more than one 
half were pay patients. The majority of the remainder were patients for whom the 
county contributed a small amount. 

In 1897 a meeting was held in Zumbrota and a committee was appointed to con- 
sider the possibility of establishing a Lutheran hospital there. Zumbrota was 
chosen because of its central location in the county. Necessary funds were raised 
by the selling of nonassessable and nontransferable membership certificates which 
entitled the holder, other things being equal, to preference in admission to the 
hospital. Lutheran ministers in and about Zumbrota were to be honorary members. 
Other funds and property were obtained by gifts, grants, or purchase. Business 
affairs of the corporation were put in the hands of a board of trustees."* 

The hospital, when finally completed, was a three-story building with twenty-five 
rooms. Space was provided for twenty-five patients without crowding. The struc- 
ture was erected at a cost of about ten thousand dollars and was one of the finest 
in the state at that time. K. E. Gryttenholm and H. E. Bakke were the lgcal phy- 
sicians on the staff, and Eduard Boeckmann of St. Paul was the chief consulting 
physician. 

The medical profession lost a number of important members between 1890 and 
the end of the century: W. G. N. Tupper (1890), John Beauford and John 
Kelly (1891), all old residents, M. Magelssen (1895), R. Frettheim (1899) and 
Galen Allen (1900). Especially to be noted is the death of Just Christian Gron- 
vold (1895), who was one of the outstanding physicians of Goodhue county in 
public favor as well as in his practice. Dr. Gronvold, who was born in Norway, 
had been for a time an instructor in mathematics at Sylom’s Polytechnical school 
in Christiania, and had spent several years as a surveyor and as an engineer before 
coming to the United States. He graduated with high honors from the Humboldt 
Medical College in St. Louis. His knowledge of scientific and historical matters 
was remarkably wide and thorough, and, as a man, he won the regard.of all who 
came in contact with him. His practice was a large one but at the time of his 
sudden death from pneumonia he had accumulated little of the world’s goods. A 
large group of friends and acquaintances showed their appreciation for his services 
by erecting a monument over his grave. 

In 1890 there were about thirty physicians in Goodhue County, many of whom 
were well established. The total number of physicians in the county, at any given 
time, did not noticeably change during the next ten years, although in the course 
of that time, about thirty new men moved in. Among them were several osteo- 
paths, the first in Goodhue county. The number of physicians in relation to the 
population of the county is interesting. In 1890 the official population was 28,806; 
in 1895 it was 32,268. In other words, there was approximately one physician 
for every one thousand persons. 





13. The first board of trustees was composed of: Rev. L. M. Biorn, O. O. Nordvold, A. J. Rockne and 
R. O. Lund of Zumbrota; Rev. B. J. Muus, Holden: Rev. Carl Melby, Leon; Rev. George Lahme, 
Pine Island; Rev. C. Bender and Rev. K. Bjorge of Red Wing. 


14. The following figures give an idea of the growth of the population of the county: 


Year Population Year Population Year Population 

1860 8,977 1870 22,618 1890 28,806 

1865 14,830 1875 28,500 1895 32,268 
i820 29,651 
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Biographical Dictionary 


Galen Allen, a homeopath, graduated from the medical school of Boston 
University in 1875. He practiced in Red Wing until his death in 1900 with 
the exception of a short while toward the end of the seventies. He served 
several years as county physician. 

J. V. Anderson was born in Sweden about 1860. He graduated from the 
Rush Medical College in 1886 and the same year he came to Kenyon, Goodhue 
County. A few years later he moved to Red Wing, where he at first officed with 
Dr. Jaehnig. He served on the pension board, as city health officer and as 
county physician for several years. He was a member of the United States 
Board of Examining Surgeons and for a time he was the medical director of 
the Scandinavian Relief Association. He was elected a member (1887) of 
the Minnesota State Medical Association and served as president of the Good- 
hue County Medical Society. Dr. Anderson died in 1942 after more than 
fifty years of practice in the county. 

A. W. M. Acharius established himself in Red Wing about 1865. He was 
not successful in making a living, and he blamed his difficulties on the large 
number of advertising quacks. In about 1870 he returned to Sweden where 
he was given an office by the king. 

Isaac Babcock is listed as a Red Wing Physician in 1890. 

E. D. Baker practiced near and in Red Wing in the seventies. 


Nathan M. Baker received his medical degree in 1889 from the University 
of Pennsylvania where he ranked second in a class of 140. In 1890 he returned 
to Red Wing, where he had previously been employed as a chemist in the 
office of the State Board of Health. Shortly afterwards he went to Rochester 
and then, for two years, served as superintendent for the insane asylum at 
St. Peter. (See the History of Nicollet County). 

H. E. Bakke graduated from the University of Christiania, Norway, and 
located at Red Wing for a short time and then moved to Kenyon in 1898 
where he practiced until his death. 

E. M. Bangs came to Red Wing in 1879 from the Homeopathic Hospital, 
Wards Island, New York, and stayed for about a year moving, then, to 
Fargo, North Dakota. 

R. C. Banks (See Steele County Biographies). 

John H. Beaufort was born in 1837. He studied at Evanston, Indiana, in 
1869, and; three years later, obtained the degree of Doctor of Medicine at 
St. Louis. In 1875 he moved to Red Wing and the next year to Hay Creek. 
In June, 1891, he lost a leg under a freight car at La Crosse and died of the 
injuries a few weeks later. 

C. M. Beebe began his practice in Zumbrota in 1882. 

Mrs. C. A. Bennett established a practice in Red Wing in 1876. 

E. C. Bolander, a pharmacist and physician, was born in Sweden in 1829. 
He came to Red Wing about 1860, or a little earlier, and here he ran a drug 
store and practiced medicine at the same time. He was found dead in his 
office in July, 1885, apparently from an accidental overdose of morphine which 
he was in the habit of taking. He left a family of six unusually interesting 
and intelligent children. His wife had died eighteen months before. 

G. Wendell Bothwell practiced in Pine Island and then in Red Wing about 
1874. 

(To be continued in May issue) 
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President's Letter 


The Annual Meeting 


It is now known through a ruling from Washington and notice sent to our Executive 
Secretary, R. R. Rosell, that a postponement of our annual meeting is decreed. Those asked 
to participate in the scientific session are respectfully urged to hold their assignments and 
continue their preparations; because military developments of the next few months may 
lessen transportation and hotel loads and we may be able to have the program in Saint Paul 
in the fall as planned. In the meantime, the Council has decided to hold the House of 
Delegates’ meeting in Saint Paul on May 19 and 20, as usual. 


The Trend of Medical Legislation 


At this writing, the Minnesota session of the legislature is at the half-way mark. From 
now on that active body will deliberate over many hundreds of bills in toilsome study. Com- 
mittees must digest the purposes, contents and desirability of each measure. Yes, they must 
also look for every possible “Ethiopian” in the wood derivative known as news print. To 
the appropriations committees in both houses came the added necessity of financial pruning 
of the taxation tree lest it grow to such political proportions as to shade the members 
excessively from the sun of suffragal approval. This is a delicate hint at the power of 
votes where people are really permitted their use and their counting. 


The medical profession has been dealt with fairly by our Minnesota legislatures. We 
pride ourselves upon a record of asking only for that fairness of treatment and judgment 
that stems from the certainty that we know what is medically right, just and workable 
for all our citizens. Our Prepayment Medical Insurance bill is presently attacked by certain 
well-meaning co-operatives and a few insurance companies. It seems certain that these 
critics will be satisfied when they understand what we plan to do; and if they fully study 
what has been accomplished in other states (notably Michigan) by the method. We simply 
ask that a doctor be permitted to carry out and direct that which is obviously a medical 
objective. 


We hope the legislature will give our University and other state educational institutions 
the support they deserve. Most of all, are we interested in the successful maturing of 
the plans to add the Mayo Memorial to the technical and research facilities of the University 
Hospital? Our profession is heartfeltedly enlisted in the statewide appeal to collect the 
million dollars to match a like amount granted by the legislature. This epochal development 
will go far to keep Minnesota the leading center for medical research and teaching (graduate 
and undergraduate) in America. 


lve 
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President, Minnesota State Medical Association. 
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+ Editorial + 


Cart B. Drake, M.D., Editor; Grorce Eart, M.D., Henry L. Uxricu, M.D., Associate Editors 





THE NEW WAGNER BILL ANALYZED 


. few following editorial appeared in The Labor 
Union, a weekly labor newspaper with a circu- 
lation of about 150,000, owned and published in 
Dayton, Ohio, by local unions affiliated with the 
American Federation of Labor. The newspaper 
is not owned by individuals and its executives 
are elected by the local unions. Thus the opinions 
expressed are undoubtedly those of local labor 
unions. The editorial was sent us by the National 
Physicians Committee for the Extension of Medi- 
cal Service, and is being reproduced im toto, for 
it contains a more keen analysis of the issues 
involved in the new Wagner Bill than we could 
possibly make. The editorial is the most startling 
in that we had been given to understand that labor 
wholeheartedly favored bureaucratic medicine. 


The Labor Viewpoint 


Dangerous legislation. . . . 

Some of it is dangerous to one class of individuals 
and some of it is dangerous to another group, but now 
here comes proposed legislation which is dangerous to 
all alike. 

This is legislation which editorial writers the country 
over are opposing, and while there are a few good fea- 
tures in the new Wagner Bill—aimed at socializing 
medicine—few if any of the leading writers can find 
sufficient good in the Bill to commend it to the public. 

“It is doubtful if any legislation has been proposed 
for Congress that is quite as vicious and deceptive, or 
that could be more destructive of both human freedom 
and human self-respect than the new social security bill 
offered by Senator Robert F. Wagner, of New York 
City,” says an editorial in the Shreveport (La.) Times. 

The Times editorial points out that the purpose of 
this Senate Bill 1161 is its use as a means of enacting 
into federal law the proposal of President Roosevelt 
for expansion of that phase of bureaucratic activity 
of the government. 

‘2 8 

The bill would add $12,000,000,000 a year to the 
taxes of the public, with one-half of it placed directly 
on the payroll workers. 

Under the present system of handling social security 
that tax money would be available for any government 
spending, which would mean that in the future years 
new taxes would have to be imposed to pay the obliga- 
tions of the social security taxes spent for other pur- 
poses, 
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Actually such programs form one gigantic steal of 
the citizen’s money as well as of his decency, liberty 
and self-respect. 

The bureaucrats insist their political medicine is to 
build up public health when all it could do would be to 
build up the politicians and their power. 

It is simply one of many similar steps to destroy 
initiative in one group as similar steps are taken with 
other groups. 

If the medical profession can be destroyed, so can 
the legal profession, engineering, school teaching, or 
any other. 

There is no problem so needing solution as that of 
top-grade medical attention for those who cannot pay 
top prices. j 

But taxing the workers thousands of dollars to be 
spent by some medical dictator set up by bureaucrats 
is no solution. 

2 @ 

At a time when medical science is performing seem- 
ing miracles in the discovery and application of new 
healing agents and operating techniques, and while 
thousands of American doctors are away in the armed 
forces serving America and all mankind, along comes 
this proposal to socialize medicine, as part of a broad 
scheme to provide “security” for the general public. 

The Constitution of the United States gives every 
man the right to “his day in court,” before he can be 
“counted out” of circulation with his fellow men, al- 
though he may be known to be a criminal. But is the 
medical profession of America being given its “day in 
court?” 

Those members of the medical profession who are 
risking their own lives on the far-flung battle front 
of the world in behalf of your fathers, sons or sweet- 
hearts—yes, and of thousands and thousands of the 
womanhood of America, since women are now in every 
branch of the service—do not have the time nor oppor- 
tunity to protect themselves from this “stab-in-the-back,” 
which the Wagner Bill undoubtedly is. 

e # @ 


The small force of physicians and doctors left in the 
United States to look after all the millions of war 
workers and to try to keep the nation in as healthy a 
condition as possible, are little if any better off than 
those outside our shores with regards to time to look 
after their own welfare and the protection of their pro- 
fession. 

Thus it behooves every worker to do all possible to 
protect his own interests and those of his doctor by 
fighting this dangerous Wagner Bill, which is Senate 
Bill 1161. Let your Senator and Representative in Con- 
gress know that you want this bill defeated. 

What this plan proposed for the United States is 
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exactly what Mussolini tried for Italy and what Hitler 
has been trying to put over in Germany. 

What the Congressmen backing this plan are asking 
the free people of the United States to do is to follow 
the course that helped put Italy into Mussolini’s slavery 
and then destroyed the people of the nation. 

It is a potential final spearhead by which bureaucracy 
could destroy democracy, freedom and _ self-respect 
among American people as a whole. 

ss 6 


What this medical proposal really means is the aban- 
doning of the private practice of medicine and in the 
end placing medical aid, care and attention under 
politically selected and approved doctors, druggists, 
nurses and hospitals. 

The right of the citizen to pick his own doctor would 
be wiped out in the end. 

Of course the bill does not in so many words abolish 
private medical practice as such. 

But it makes private medical practice impossible eco- 
nomically, and undesirable from any standpoint. 

Under this plan, the American citizen would find that 
whenever sickness came he would be herded before 
federal doctors, in federal clinics or federal hospitals, 
and given mass federal treatment. 

Instead of improved public health, such a plan could 
only in the end destroy it. 

Instead of profiting through “government-paid” med- 
ical attention, the citizen would find himself a political 
pauper from the standpoint of health, paying in taxes 
perhaps $100 for every $25 worth of so-called “service” 
received. 

* * * 

What the American public, and particularly the labor- 
ing class, should clearly understand is that this plan 
is not simply a blow aimed at the medical profession, 
but part of a huge armored force attack which is bat- 
tering the whole front of freedom, initiative, enterprise, 
liberty and self-respect for all of the American people. 

Fascism, dictatorship, Naziism, Communism or any 
other “ism” could not come into the United States by 
one fell swoop—by any overnight governmental action. 

Designers of such radical governmental changes move 
slowly with caution; they build their house stone by 
stone so that no one step attracts too much attention. 

Suddenly it is found that an entire new structure is 
completed. 

It is too late then for Liberty and Freedom to act. 

Every step taken, every stone laid, was done in the 
guise of “helping” some citizen group, of putting money 
into its pocket, or of making unnecessary the removal 
of money. 





THREE MINOR SIGNS IN PHYSICAL 
DIAGNOSIS 


HE following signs have proved of value in 
confirming a diagnosis and in arriving at a 
somatic conclusion concerning the patient. 
The first is the position of the pupil in the 
iris. I am speaking of normal eyes. For many 
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years I have noted the position of the pvvils, 
whether they are excentric to the peripher, of 
the iris. This excentricity is usually in one eye, 
although at times it is bilateral. My impression 
is that this excentric pupil is a stigma. These 
people are, biologically speaking, inadequate. Pa- 
tients with this type of pupil are more susceptible 
to morbidity. One sees this type of pupil in 
patients with rather severe diseases, such as lym- 
phoblastomata, blood dyscrasias, carcinomata, et 
cetera. No statistical studies have been made to 
verify this impression. However, after years of 
observation this impression is so strong, that I 
have the temerity to put into print. 

Another eye sign I have noticed is the reverse 
Von Graefe. In the Von Graefe sign the upper 
lid lags as the eye turns down. In the reverse 
Von Graefe sign the upper lid travels faster than 
the eye when looking up. This sign is usually 
found in people who are recovering from a severe 
illness, such as, pneumonia, typhoid or other in- 
fectious processes. It is also found in people 
with neuroses. Without a history of debilitating 
disease, it is a diagnostic sign of physchic dis- 
turbance. I realize either signs, the Von Graefe 
or its reverse, are evidence of autonomic imbal- 
ance. However, it is never seen in thyrotoxicosis. 

The third item of interest is again confined to 
the head. Every now and then the question of 
atrophy of the mucosa of the tongue arises. Often 
a normal mucosa of the tongue suggests atrophy 
because the rugae are flattened out. Rubbing 
the tongue vigorously with a tongue blade makes 
them stand up, if they are present; if atrophied, 
no reaction occurs. 

Henry L. Uxricu 





IMMUNE SERUM GLOBULIN AND MEASLES 


Benes American Red Cross has recently an- 
nounced that it is about to distribute immune 
serum globulin through the State Departments 
of Health for the modification and prevention 
of measles. The product is a concentrate derived 
from the blood donated by citizens through the 
blood centers and will be given free to the public 
as long as the supply holds out. 

Sufficient clinical trial* of the use of immune 
serum globulin has been made to indicate its 
value. In children, an intramuscular injection 





*Janeway, C. A.: Clinical use of products of human plasma 
fractionation. J.A.M.A., 126:674, (Nov. 11) 1944 
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IN MEMORIAM 


of 0.08 to 0.1 c.c. per pound of body weight, 
given as soon as possible after exposure, and at 
least within seven days of exposure, will be fair- 
ly effective in preventing the development of 
measles. A smaller dose, 0.02 to 0.025 c.c. per 
pound of body weight, given about five days 
following exposure, will be quite effective in 
modifying the attack. 

The larger dose, given early, prevents an at- 
tack of measles in about 80 per cent of cases and 
produces an immunity which lasts about three 
weeks. The smaller dose modifies the symptoms 
of the disease and definitely lessens the likelihood 
of complications. Whether a modified attack 
results in a lasting immunity has not been demon- 
strated. 

Severe reactions from the injections do not 
occur. In one series some local soreness and a 
little fever ‘resulted in 1.7 per.cent of 1,834 
injections. 

The globulin at present is not recommended 
for the treatment of measles. The dosage for 
adults has not been determined. A 5 c.c. dose 
to an adolescent does not protect for a period 
longer than six or eight weeks. Globulin injec- 
tions should be particularly valuable in the pre- 
vention and modification of measles in pediatric 
wards and in young children exposed to the 
disease. 

While the mortality rate in measles is not high, 
the large number of cases each year results in a 
considerable number of complications and deaths. 
In Minnesota last year, for instance, there were 
22,454 reported cases of measles and sixty-four 
deaths. The figures for 1935 and 1939 were 
much the same. So far this year, the reported 
cases are fewer than last year. Of the sixty- 
four deaths last year, fifteen were in infants un- 
der one year, thirty-eight under five years, and 
seventeen between the ages of five and nine. 
That 56 per cent of the deaths occurred under 
the age of five indicates the age period in which 
treatment with immune serum globulin is es- 
pecially indicated. 
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ARTHUR EDWARD SMITH. 


Dr. Arthur Edward Smith of Minneapolis died at 
Northwestern Hospital on February 16, 1945, at the age 
of sixty-five. 

He practiced as a physician and surgeon in Minneapo- 
lis for thirty-one years and was a member of the staff 
at Northwestern Hospital. He also served as chief 
oculist for the Soo Railroad. 

Dr. Smith was born in Milwaukee, Wisconsin. He 
attended the University of Minnesota Medical School 
and received his medical degree in 1905. He was an in- 
tern at Northwestern Hospital from 1906 to 1908 and 
later took his postgraduate work at the Kruckmann 
Clinic in Berlin, Germany, and the Dimmer Clinic in 
Vienna, Austria, receiving his certificate in 1933. 

In 1915, he was married to Florence Anderson, who 
survives him. 

Dr. Smith was a fellow of the American College of 
Surgeons, a member of the American Medical Associa- 
tion, Hennepin County Medical Society, Minnesota Acad- 
emy of Medicine, American Academy of Ophthalmology 
and Otolaryngology and the American Association of 
Railway Surgeons. He was also a member of the Sons 
of the American Revolution, Sigma Alpha Epsilon Fra- 
ternity, the Scottish Rite, and the Minneapolis and 
Minikahda Clubs. 


THORVALD VAALER 


Dr. Thorvald Vaaler of Cannon Falls died December 
24, 1944, at the age of fifty. 

Dr. Vaaler was born at Fosston, Minnesota, October 
26, 1894. He received his B.A. degree from Luther Col- 
lege, Decorah, Iowa, in 1919 and his M.D. from the 
University of Minnesota in 1925. 

After interning at the Swedish Hospital, Minneapolis, 
he began practice at Detroit Lakes. A year later he 
moved to Rochester where he practiced for two years. 
He had been in Cannon Falls for the past fifteen years 
where he had been city health officer and local surgeon 
for the Chicago Great Western Railway. 

Dr. Vaaler was a member of the Goodhue County 
Medical Society, the Minnesota State and American 
Medical Associations. 





EXPERIMENTAL ORTHOPEDIC FOOTWEAR CLINIC 


Anticipating the need for special footwear for soldiers 
returning from overseas with foot injuries, the Office of 
the Quartermaster General, in co-operation with the 
Office of the Surgeon General, has authorized an ex- 
perimental cast-making unit and orthopedic footwear 
clinic at the Boston Quartermaster Depot. Accurate 
casts will be, made of deformed feet, afd permanent 
metal molds will be fashioned from these casts. The 
wooden lasts on which the shoes are built are made 
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from these molds. Casts, molds, lasts and patterns will 
be marked with the name and serial number of the 
soldier and held at the depot. Thus, through his 
Veterans Bureau, the injured man will be able to obtain 
the special shoes as long as he needs them. The plan 
calls for the establishment of similar clinics in each 
service command in the United States—J.A.M.A., 127: 
926, (Apr. 7) 1945. 


311 





MEDICAL ECONOMICS 





| 


Edited by the Committee on Medical Economics 
of the 
Minnesota State Medical Association 
George Earl, M.D., Chairman 





COUNTY OFFICERS DISCUSS RURAL 
HEALTH PROBLEMS 


That an earnest attempt is being made to weave 
the economic and the professional threads in the 
field of medicine together into a pattern of deci- 
sive action was demonstrated throughout the en- 
tire deliberations of the County Officers’ confer- 
ence last month in Saint Paul. The careful 
thought that was given to postwar planning, with 
special emphasis on rural planning, would seem 
to be a splendid index of the realistic attitude the 
doctors here are taking. 

It was quite evident from the various phases 
of the subject discussed, which embraced doc- 
tors, hospitals, nurses, diagnostic centers, prepay- 
ment plans and public health, that the medical 
profession is cognizant of the fact that the prob- 
lem of securing adequate medical care in rural 
areas is pressing, and that solution can come 
about only through proper and prompt remedial 
planning. 

Four main elements entered into the discus- 
sions: (1) getting and keeping physicians in 
rural areas, which is closely related to (2) pro- 
viding more and better hospital and clinical fa- 
cilities, (3) providing a better: method of pay- 
ment for medical services than exists at pres- 
ent and (4) improving public health services. 


Rural Practice Must Be Made More Attractive 


That the need is urgent for keeping physicians 
in rural districts, and attracting new ones, par- 
ticularly during the coming period of medical de- 
mobilization, was stressed by Dr. B. O. Mork, 
Jr., of Worthington who called attention to the 
fact, that during the war the number of physi- 
cians in the state has been reduced by more than 
one-third. Although proportionately more of 
these have come from urban than rural areas, 
he said, their responses to questionnaires sent out 


312 


indicate that while 99 per cent are planning to 
return to private practice after the war, the sub- 
stantial majority of them are looking ‘for resi- 
dencies and postgraduate training that will equip 
them to practice in the specialties. On the very 
face of that, the status quo in the rural districts 
will not be helped. 


“Lack of adequate facilities,’ Dr. Mork said, “so 
essential to giving the kind of care we desire, dis- 
courages ‘many physicians from practicing in rural 
areas. Medical students are trained in well-equipped hos- 
pitals, taught to use many types of diagnostic and ther- 
apeutic equipment. They do not want to locate in 
areas where these are not available; yet often they 
are unable to provide them for themselves. Commu- 
nity and other well-run hospitals are essential, strategi- 
cally located, properly staffed and equipped and pro- 
viding a maximum of facilities for all reputable phy- 
sicians in the area.” 


“We Have a Responsibility” 


Dr. Mork probably sounded the keynote of the 
entire session in his concluding remarks: 

“ . . let us not forget that we have a responsi- 
bility in the great problem of adequate distribution of 
physicians to provide the best medical care to people of 
all districts, rural and urban in the postwar period. 
Every medical group should survey its own area care- 
fully to determine its needs. In order to bring about 
conditions to encourage the practice of the best type 
of medicine, we should co-operate with all other in- 
terested groups to provide adequate hospitals, diag- 
nostic centers, public health units, and other facilities, 
and to promote the widest possible use of those al- 
ready existing. We should maintain keen interest in 
the further extension and development of prepayment 
and voluntary service plans for hospital and medical 
care. We must be ready to make changes, if neces- 
sary, to meet changing needs of people in our areas.” 


Diagnostic Centers 


From Dr. A. H. Zachman of Melrose came a 
word of warning relative to the method of estab- 
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lishment of diagnostic centers. Said Dr. Zach- 


man. 

“Tt is the inviolable right and duty of the medical 
profession as guardians of public health to insist that 
such centers, if established, be free of any political 
control or interference. They must be strategically 
located, must not tend to centralize medical practice 
and thereby hamper the initiative of those doctors who 
are willing to establish themselves in the more remote 
and less alluring and less remunerative rural areas. 
Otherwise, the primary purpose of such medical re- 
form would prove to be a boomerang and would be 
self-destructive.” 


Nursing Needs in Rural and Small City 
Hospitals 


A two-year nurse training course was advo- 
cated to supply the nursing needs, especially of 
the rural and small city hospitals in the state, by 
Dr. B. C. Ford, of Marshall. 

Quoting Dr. Ford: 


“A college degree is not an essential prerequisite 
for a good nurse. The act of making a patient and 
his family comfortable can be learned by any intelligent 
girl in two years, providing there is adequate supervi- 
sion. That kind of training will take care of the needs 
of the vast majority of the great middle class who 
are neither rich nor poor but who cannot afford to 
pay for more expensively trained nursing care.” 


That some standard training course be rec- 
ommended for general use through the state, and 
that a committee of operating doctors and su- 
perintendents of small hospitals be appointed to 
formulate such a practical training school pro- 
gram were both strongly urged by Dr. Ford. 

To secure adequate graduate nurse supervision, 
he told the conferees, is one of the most important 
steps in efficient hospital management and forms 
the necessary connecting link between the instruc- 
tion received in the classroom and its application 
at the bedside of the patient. 


Permissive Legislation for Public Health 
Units Sought 


The need for obtaining permissive legislation 
authorizing cities to combine with their own and 
adjacent counties for the creation of local public 
health units was brought to the attention of the 
county officers by Dr. Haven Emerson, Acting 
Director of the School of Public Health, Univer- 
sity of Minnesota. Dr. Emerson is also serving 
as chairman of the Committee of the American 
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Public Health Association which is working out 
plans for adequate nationwide distribution of 
public health services. 

According to Dr. Emerson, the present per cap- 
ita expenditure of 42 cents for local health serv- 
ices in Minnesota will have to be raised to 81 
cents from local or state funds, with or without 
federal grant-in-aids, if the benefits of modern 
preventive medicine, such as have been provided 
for our men and women in the military services, 
are to be available for all the people of Minnesota 
in peacetime. 


Too Much Overlapping 


Minnesota, Dr. Emerson believes, will need a 
complete revamping of its public health juris- 
dictions. Neither the federal nor state govern- 
ment can provide for local health services of an 
efficient character and economically to the tax- 
payer, while there remain in Minnesota 2714 
separate jurisdictions of local government, each 
one authorized to set up its own local health or- 
ganization, was his candid appraisal of the cur- 
rent situation. Of the 1881 townships in the 
state, only 821 have a health officer, he said, and 
in a number of the townships and villages with 
part-time or full-time health officers, public funds 
are not spent economically because of duplicat- 
ing and conflicting authority. 

There is a passive resistance to change by large 
numbers of part-time and lay medical health 
officers of villages and towns, Dr. Emerson stat- 
ed. To replace such officers by those of trained 
public health personnel is one of the major ob- 
jects of the proposed units. 


Medical Health Officer Is a Specialist 


Only at real sacrifice of time and money can 
a busy medical practitioner in his spare time 
serve the indispensable purposes of a health of- 
ficer, according to Dr. Emerson. A _ medical 
officer of health is today as much a specialist in 
the application of the medical sciences for pub- 
lic protection against disease as any of the clin- 
ical specialists in medicine and surgery are spe- 
cialists in their respective fields. Professional 
graduate education and practical experience train- 
ing for the administrative and leadership re- 
sponsibilities of a medical officer of health are 
in the main as exacting, time-consuming and ex- 
pensive as is similar preparation for a career 
in most of the clinical specialties. 
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Ten Local Health Jurisdictions Proposed 


An ideal setup for Minnesota, Dr. Emerson 
asserted, would be to chart, the state into ten 
units of local health jurisdictions, varying from 
71,000 to 500,000 in population. The least pop- 
ulation unit that could afford a full-time public 
health center is 50,000, he said. Such a center, 
to be completely staffed, should have a minimum 
personnel of sixteen; a full-time physician, ten 
public health nurses, or one for each 5,000 per- 
sons, a Sanitation engineer and three clerical as- 
sistants. 

While it is not possible to get the trained per- 
sonnel to do the job now, he told the delegates, 
they will be coming back after the war. Per- 
missive legislation should be set up now so 
when that time comes, Minnesota will be ready 
to institute the program without delay. 


Budgeting for Medical Care on the Way 


Dr. A. W. Adson, of Rochester, Chairman of 
the Sickness Insurance Committee, appeared be- 
fore the county officers to discuss the route that 
the Minnesota State Medical Association has 
traveled to complete the first step in providing 
“installment buying of medical care” by the in- 
troduction of enabling legislation. He said there 
was a general acceptance of two important basic 
points: (1) that arrangements must be made 
whereby the people can budget for medical care, 
because installment buying enters every phase 
of economic life today; and (2) that the best 
method of budgeting is through the establish- 
ment of some prepayment plan such as that pro- 
vided for in the enabling legislation now under 
consideration by the State Legislature. 


Two-thirds of Hospitals in Four Counties 


The over-all picture of hospital distribution in 
Minnesota was presented to the delegates by Dr. 
Lowry Nelson, professor of Rural Sociology at 
the School of Agriculture of the University of 
Minnesota. : 

Minnesota in 1944 ranked nineteenth among 
the states of the union in the number of hospital 
beds per thousand of population, according to 
statistics cited by Dr. Nelson. With 11.5 beds 
per thousand people (in the civilian population) 
the state was slightly above the national average 
of 10.5 beds per thousand, 

It is the “general hospitals” which are of par- 
ticular interest in considering the facilities avail- 
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able to the general public, Dr. Nelson said. Of 
these, Minnesota in 1944 had 4.8 beds per ()iou- 
sand, which approximates the frequently «sed 
standard of adequacy of 5 beds per thousan |, 

However, he pointed out, the hospitals are con- 
centrated in urban centers, nearly half of all 
hospital beds in the state being located in Henne- 
pin and Ramsey Counties. If to these were 
added St. Louis and Olmsted counties involving 
the cities of Duluth and Rochester, there would 
be included two-thirds of all general hospital 
beds in the State. Surveying the situation as to 
individual counties would reveal that fourteen 
counties in 1944 had no hospitals, the western 
half of the state showing the greatest lack of 
facilities. 


Greater Hospital Utilization Trend 
Among Farm Families 


To make the situation even less feasible, Dr. 
Nelson said, there is a growing utilization of 
hospital facilities among the rural people as evi- 
denced by the fact that in 1930, 65.7 per cent of 
hospital beds were in use in rural counties, com- 
pared to 78 per cent in 1944. This may be 
partially accounted for, he pointed out, by the 
activity of the Minnesota Farm Bureau in pro- 
moting the Blue Cross Hospital Plan among 35,- 
000 farm families. 


These figures are based upon our war-depleted 
population, and if considerable numbers of those 
who are away in the army and in industrial em- 
ployment should return to the state, there would 
appear to be need for considerable expansion of 
hospital and clinical facilities in rural areas, he 
concluded. 





HILL-BURTON HOSPITAL CONSTRUCTION 
BILL 


Merits of palliative national legislation, pat- 
terned on a local level, such as the Hill-Burton 
Bill (S. 191), were cited by Mr. Ray Amberg, 
Superintendent of the University Hospitals, as 
being able to do much to develop programs for 
needful hospital construction in the states. 

This bill is considered to be a practical step 
toward the enactment of the legislative program 
suggested for several years by the American 
Hospital Association as an alternative to any 
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such proposals as those embodied in the Wagner- 
Murray-Dingell Bills. 

Under the provisions of this bill, a system of 
federal aid and grants to states for hospital 
planning and construction is authorized. 


Local Appraisal Surveys Proposed 

Five million dollars have been earmarked for 
locally conducted state surveys to appraise all 
types of hospital service within the several states. 
The Bill proposes that $100,000,000 be allocated 
among states for a hospital construction program, 
payment from the Federal appropriation ranging 
from 25 per cent to 75 per cent on the basis of 
the populations, financial needs and such other 
factors of individual states as the Surgeon Gen- 
eral aided by a Federal Advisory Council may 
find relevant. 

The principal clause as to general aim is that a 
state plan, in order to secure approval and Fed- 
eral funds, shall “set forth a hospital construc- 
tion program which the Surgeon General, upon 
recommendation of the Federal Advisory Coun- 
cil, finds to be in accord with standards pre- 
scribed by him with the approval of such coun- 
cil, and to be sufficient, in conjunction with ex- 
isting facilities, to’ provide the necessary phys- 
ical facilities for furnishing adequate hospital, 
clinic and similar services to all of the people of 
the State.” 

The Hospital Management Journal stated re- 
cently that legislative sponsorship of the bill in 
the two Houses of Congress is such that little 
or no opposition is anticipated, and before very 
long it is likely that it will become law. 


AMA Approves Principles of Measure 


An editorial in a recent issue of the Journal 
of the American Medical Association warns that 
accomplishments sought by the measure can come 
only when construction of facilities depends on 
evidence of ability to maintain the proposed in- 
stitution and to provide competent personnel. 

The Board of Trustees of the AMA, at a re- 
cent meeting, indicated that the general policies 
of this measure are within the platform of the As- 
sociation and expressed the opinion that the bill 
should receive the support of the medical pro- 
fession. 


Public Hearings Begun 
Hearings on the Bill began the latter part of 
February before a Committee under the Chair- 
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manship of Senator James E. Murray of Mon- 
tana, chairman of the Committee on Education 
and Labor. 


The AMA was scheduled for early appear- 
ance before the Committee. Dr. Victor Johnson, 
Secretary of the Council on Medical Education 
and Hospitals, of the Association emphasized, in 
his testimony before the Committee, the desir- 
ability of having the Federal Advisory Council, 
dealing with the construction of hospitals and 
health centers, include men of experience in the 
fields concerned ; because of such experience they 
could command the full support of hospital ad- 
ministrators, physicians and the public. Stress- 
ing the importance of legislation which would 
guarantee for the postwar period adequate num- 
bers of premedical and medical students, he told 
the Committee members, that a medical service 
is no better than the quality of the physicians 
who render the service. The mere construction 
of facilities is not in itself any guarantee to an 
area that it will have sufficient medical care of 
high quality. Complete effectiveness in achiev- 
ing the objective that the proponents of the 
Hill-Burton measure desire to achieve can come 
only when sufficient, competent personnel is also 


provided. 


Opinion seems to be, generally, that this is the 
first real scientific approach by means of na- 
tional legislation toward the problem of the dis- 
tribution of medical care, where the need is 
A significant point is that control is 
left in the hands of local committees. 


shown. 


State Hospital Planning Committee Set Up 


Last month the Minnesota State Medical As- 
sociation and the Minnesota Hospital Association 
took the lead in seeking establishment of a Hos- 
pital Planning Committee to formulate plans for 
initiating a hospital planning survey here in the 
state. Following action already undertaken in 
thirty other states, a committee of fourteen 
members was selected, representatives of hos- 
pital, medical, nursing and public health groups. 
It is hoped that this committee may ultimately 
be chosen as the official agency in the State to 
develop the hospital construction program here. 
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MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


Julian F. Dubois, M.D., Secretary 


Minneapolis Man Sentenced to Seven-Year Prison 
Term for Narcotic Theft 


Re. State of Minnesota vs. Lloyd E. Gallagher 


On February 23, 1945, Lloyd E. Gallagher, forty-nine 
years of age, La Salle Avenue, Minneapolis, was 
sentenced by the Hon. Paul W. Guilford, Judge of the 
District Court of Hennepin County, to serve not to 
exceed seven years at hard labor in the State Prison at 
Stillwater. Gallagher was convicted by a jury follow- 
ing a trial for grand larceny in the second degree aris- 
ing out of the theft by Gallagher on January 30, 1945, 
of 787 grains of Morphine Sulphate from the Daniel- 
son Medical Arts Pharmacy, Inc., Minneapolis. The 
theft occurred while employes of the Pharmacy were 
busy, but Gallagher was noticed leaving the Medical 
Arts Building with a box in his possession and was 
immediately apprehended by police. 

Gallagher has a long record of narcotic law viola- 
tions having been sentenced on April 22, 1944, by the 
Hon. Gunnar H. Nordbye, Judge of the United States 
District Court at Minneapolis, to a term of five years in 
a Federal Prison for having an opium layout in his 
possession. Gallagher was placed on probation for 
three years and fined $300. On April 9, 1940, Gallagher 
received ninety days in the Minneapolis Workhouse for 
violating the City Drug Ordinance. On September 20, 
1940, Gallagher was convicted of burglary in the third 
degree in the District Court of Freeborn County at 
Albert Lea, Minnesota. At that time Gallagher was giv- 
en an indeterminate sentence at the Stillwater Prison. 
On November 23, 1936, Gallagher was sentenced to two 
years in Leavenworth Prison by the Hon. Matthew M. 
Joyce, Judge of the United States District Court at 
Minneapolis, for violation of the Harrison Narcotic Act. 
On July 24, 1935, Gallagher was sentenced to one year 
in the Minneapolis Workhouse by the Hon. Gunnar H. 
Nordbye, Judge of the United States District Court 
at Minneapolis, for a violation of the Harrison Narcotic 
Act and the Narcotic Drug Import and Export Act. 


Physicians Licensed February 16, 1945 


By Examination January 16, 17, 19, 1945 


Bayrp, Epwin Dorrance, Harvard U., M.D. 1942, 
Mayo Clinic, Rochester, Minn. 

Bryan, ALLAN LinpLEy, Temple U., M.D. 1943, Mayo 
Clinic, Rochester, Minn. 

CueEstey, Grorce L., Northwestern, M.B. 1943; M.D. 
1943, Mayo Clinic, Rochester, Minn. 

Dean, Roscoz Eimer, Jr., Temple Univ., M.D. 1943, 
Ancker Hospital, St. Paul, Minn. 

DRUMHELLER, JOHN FRANKLIN, Temple Univ., M.D. 
1943, Mayo Clinic, Rochester, Minn. 

Estes, JoHN Earte, Jr. U. of Ill., M.D. 1943, Mayo 
Clinic, Rochester, Minn. 

GASTINEAU, CLIFForRD FELtx, Oklahoma U., M.D. 1943, 
Mayo. Clinic, Rochester, Minn. 

Guturir, Rosert, U. of Minn., M.B. 1944, 924 S. E. 
Essex, Mpls. 14, Minn. 

HotyokE, JOHN Barttett, U. of Neb., M.D. 1940, Mayo 
Clinic, Rochester, Minn. 

HosFetp, SARA Marjorie, Johns Hopkins, M.D. 1943, 
Mayo Clinic, Rochester, Minn. 

Jounson, CHARLES C.irrorD, St. Louis U., M.D. 1943, 
Mayo Clinic, Rochester, Minn. 

KNISELEY, RALPH Marion, U. of Pittsburgh, M.D. 1943, 
Mayo Clinic, Rochester, Minn. 

LicHtroot, GRACE KATHRYN, U. of Wis., M.D. 1942, 
Mayo Clinic, Rochester, Minn. 
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McVicker, JoHN Hueu, U. of Colo., M.D. 1943, \ayo 
Clinic, Rochester, Minn. 

MAsson, JAMES KNOWLES, U. of Rochester, M.D 1943, 
Mayo ‘Clinic, Rochester, Minn. 

Morton, ROBERT James, U. of Kansas, M.D. 1943, Mayo 
Clinic, Rochester, Minn. 

NICKESON, ROBERT WARREN, U. of Pittsburgh, M.D. 1943, 
Mayo Clinic, Rochester, ‘Minn. 

STOKES, Gordon Dubey, Northwestern, M.B. 1943, 
MD. 1943, Mayo Clinic, Rochester, Minn. 

StronG, GeorGe Henry, Johns Hopkins, M.D. 1939, 
Ancker Hospital, St. Paul, Minn. 

WERNER, Rosert Freperic, U. of Minn., M.D. 1927, 1370 
Spruce Place, Minneapolis 4, Minn. 

WiLuiAMs, Bruce FocH PErsHiNnG, Columbia U. P&S, 
M.D. 1943, St. Mary’s Hospital, Minneapolis 6, Minn. 

WItson, BENJAMIN NorMANn, Baylor Univ., M.D. 1942, 
Mayo Clinic, Rochester, Minn. 


By Reciprocity 

Boyes, JozE Merritt, Wash. Univ., M.D., 1930, 417 E. 
First St., Maryville, Mo. 

DAHLSTET, JOHN Pavwt, U. of Neb., M.D. 1943, 123 Sum- 
mit Ave., St. Paul 2, Minn. 

FISHER, Russet. Lynn, U. of So. Cal, M.D. 1944, 
Mayo Clinic, Rochester, Minn. 

McQuarriz, HArtow Brooks, Geo. Wash. U., M.D, 
1941, Mayo Clinic, Rochester, Minn. 

Wess, Epcar Aucust, U. of Mich. M.D. 1940, 1639 
Med. Arts Bldg., Minneapolis 2, Minn. 


By National Board of Credentials 

Dickson, JAMEs ALLEN, Jr., U. of Pa., M.D. 1941, Mayo 
Clinic, "Rochester, Minn, 

Hopres, EMErsoN Ext, Geo. Wash., M.D. 1943, Mayo 
Clinic, Rochester, Minn. 

JOHNSTONE, Wuu1AM WanpELL, Northwestern U., MB. 
1943; M.D. 1944, Oak Hills, Bemidji, Minn 

Osporn, Joun Ernest, U. of Buffalo, M.D. 1943, Mayo 
Clinic, Rochester, Minn. 

TUCKER, MARGARET EMMELINE, U. of Chicago and Rush 
Med. College, M.D. 1934, Dept. Radiology, U. of Minn., 
Minneapolis 14, Minn. 

WAGNER, NorMANn W., U. of Iowa, M.D. 1940, 207 E. 
4th St, Morris, Minn. 





COARCTATION OF THE AORTA 
(Continued from Page 303) 


ten years, there was an enormous enlargement of the 
heart. In the electrocardiogram there were signs of left 
bundle-branch block and myocardial damage; the inver- 
sion of the first T wave and diphasic second and third 
T waves were evidence of coronary sclerosis or myo- 
cardial damage. The coarctation had not interferred 
with the muscular activity of the heart for twenty-two 
years. There had been perfectly adequate compensation 
Then, the blood vessels became inadequate to take care 
of the heart enlargement and signs of coronary failure 
developed and a breaking down of the vessels occurred. 


Dr. Kano Ixepa: The largest heart recorded in the 
Department of Pathology of the University, according to 
Dr. Clawson, weighed 1,200 grams. I have encountered 
one weighing 1,100 grams in this hospital and that was 
a case of aortic stenosis. 


References 
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Minnesota Academy of Medicine 


Meeting of January 10, 1945 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, January 10, 1945. Dinner 
was served at 7 o'clock and the meeting was called to 
order at 8:15 by the President, Dr. A. G. Schulze. 

There were forty-one members present. 

Minutes of the December meeting were read and 
approved. 

The president announced that the Academy had re- 
cently lost two members by death, Dr. Herbert Davis 
and Dr. L. E. Daugherty, and he appointed Necrology 
committees to draw up memorials. 

Dr. L. Haynes Fowler, in charge of Base Hospital 
No. 26 in Italy, was home on leave and gave a short 
talk on his experiences and travels with that hospital. 

The scientific program consisted of the Address of 
the Retiring President. 


CLASSIFICATION AND PATHOLOGY OF 
TUMORS OF THE RETINA 


WALTER E. CAMP, M.D. 
Minneapolis, Minnesota 


Before giving my paper on Tumors of the Retina, I 
want to thank the members of the Academy for the 
honor of serving as their President for the past year. 
I have had the help of a good secretary and a co- 
operative executive committee. 

Intraocular tumor, as compared to tumor of the rest 
of the body, is a rare disease. The commonest intraocu- 
lar tumor is malignant melanoma of the choroid. A 
large series of these tumors, with a complete follow-up 
study, was recently reported by Doctor Frank Burch 
before the Academy last year. 

Tonight I want to report a number of cases of tu- 
mors of the retina which constitute a much smaller 
series. 

An accurate classification of tumors of the retina is 
difficult due to conflicting nomenclature in the literature. 
All primary tumors arising in the retina must have 
origin either in the nervous elements, the glial tissue 
of supporting elements, or the tissues of the vascular 
system. 

In the embryonic retina the primitive cell, or retino- 
blast, is biopotential in that it may develop into a neu- 
ron or a glial cell. The majority of tumors of the 
retina originate from this embryonic cell and are called 
retino-blastomata and correspond to the older term of 
glioma of the retina. It is in structure and behavior, 
however, quite different from a glioma of the brain. 

Another type of tumor of the retina is one arising 
from the primitive spongioblasts. The cells are col- 
umnar, frequently ciliated, and arranged around a cen- 
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tral lumen in rosette formation; the “rosettes” of 
Wintersteiner or Flexner. These tumors arise from 
the external nuclear layer of the retina or the nuclei 
of the rods and cones. They may often have multiple 
foci of origin in the retina. 


The next most common tumor of the retina is a so- 
called dyktyoma. This tumor has its origin in the 
epithelium of the ciliary body or pars ciliaris retinae. 
It is classified as a medullo-epithelioma and may be 
benign or malignant. It is extremely rare. 

The next most common tumor of the retina is one 
that originates in the glial, or supporting tissue. This 
is a true glioma or astrocytoma. This tumor is prob- 
ably the most common of all brain tumors. In the 
eye the tumor may be small, as reported by McLean, or 
be large and perforate the globe at the limbus. The 
tumor is usually benign, but may result in the loss of 
the eyeball. 


Another group of retinal tumors, usually benign, have 
a common history of congenital origin and tend to 
effect either the vascular or nervous system. This 
group has been classified by Von der Hoeve as phakoma- 
toses, and includes the congenital diseases of angioma- 
tosis retinae, tuberous sclerosis, and neurofibromatosis. 
Tuberous sclerosis, or Bourneville’s disease, is a rare con- 
genital affliction, is usually fatal, and has large fibrous 
growths in the brain as well as the eye. 


Angiomastosis retinae or Von Hippels-Lindau disease 
is a more common congenital disease affecting the retinal 
blood vessels. The published cases on record show a 
hereditary familial incident. About one third of the 
cases are bilateral. The symptoms may be very slight 
or may be pronounced, leading to retinal hemorrhage 
and detachment and loss of the eye. About 20 per cent 
of the cases of angiomatosis retinae show cerebral 
angiomatosis or similar tumors in other organs of the 
body as described by Lindau. 


Neurofibromata are found in the retina and optic 
nerve and here have the same structure as in other 
parts of the body. These tumors have their origin 
from the cells of the sheath of Schwann. Histologically 
they are little different from the tumor mass of tuber- 
ous sclerosis; Neurofibromata are, however, found most 
often in the peripheral nerves while tuberous sclerosis 
most often affect the central nervous system or brain. 

The purpose of this paper tonight is to discuss the 
pathology of the more common or malignant tumors of 
the retina, namely, retinoblastoma and neuroepithelioma. 
Tumors arising from the anterior extension of the retina 
on to the ciliary body and iris are usually benign and 
exceedingly rare. They are always of epithelial origin, 
as there is no glial or supporting tissue in the pars 
ciliaris or pars iridica retinae. In the retina proper, 
aside from the vascular system, tumors may arise from 
the nervous elements or from the supporting glial 
tissue. One true form of glial tissue tumor is glioma, 
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or astrocytoma of which we have one example. Retino- 
blastoma, I believe, and neuroepithelioma, I am sure, 
originate in the nervous elements of the retina. These 
tumors originate in the inner half of the retinal layers, 
namely, the ganglion cell layer, and the layer of bipolar 
cells, or inner nuclear layer. 

Probably the best pathological study of a series of 
cases reported recently is that by Benedict and Park- 
hill in the American Journal of Ophthalmology in 1941. 
They recognize, aside from true glioma of the retina 
of which they have no cases, two distinct classes of 
tumors arising from the retina—the more malignant 
retinoblastoma, and the less malignant neuroepithelioma. 
Their series of thirty-five cases was about equally di- 
vided, seventeen neuroepithelioma and eighteen retino- 
blastoma. Their conclusions were that these tumors 
arose chiefly from the inner layers of the retina, name- 
ly, the inner nuclear layer and the ganglion cell layer, 
practically never from the outer nuclear layer and the 
layer of rods and cones. They believe the tumors may 
have multiple foci of origin in the retina. They be- 
lieve, also, that the tumors originate most frequently— 
if not always—from the glial cells and do not develop 
from embryonic rests of the primitive retinal epithelium. 

From a follow-up study, they found only 12.5, per cent 
of the malignant type survived, while 62.5 per cent 
of the less malignant type survived; a total survival 
of all cases of all types followed of 37.5 per cent which 
is an exceedingly good report. 

From the ophthalmological laboratory at the Univer- 
sity, I want to report on a series of fifteen cases, many 
of which I regret we do not have follow-up records. 
Six are retinoblastoma; seven are neuroepithelioma; one 
dyktyoma and one glioma, or astrocytoma, The fol- 
low-up in the case of glioma has not been made. The 
patient having dyktyoma of the ciliary body died of 
chronic glomerulo nephritis. Five of the other thirteen 
patients followed are dead—four of retinoblastoma and 
one of neuroepithelioma, who died following a temporal 
decompression operation and enucleation by this route. 


Grossly the tumors of the retina are white or grayish- 
white in color, rarely circumscribed, except in their 
very earliest stages. Most often at the time of enuclea- 
tion and examination of the eye, the tumor is diffuse, 
involving the greater part, if not all, of the retina, ex- 
tending to the choroid, ciliary body, iris, anterior cham- 
ber, and frequently the optic nerve and the perforating 
vessels and nerves of the sclera. Secondary glaucoma 
is usually present if the tumor has invaded the filtra- 
tion angle, or obstructed the vortex veins at the equa- 
tor of the globe. Areas of necrosis and deposits of 
calcium are usually present in the majority of tumors. 
X-ray of the orbit for the presence of calcium in the 
globe is a valuable aid in the differential diagnosis of so- 
called “glioma” and “pseudo-glioma” or metastatic 
ophthalmia from trauma or hematogeneous panophthal- 
mitis. : 

Clinically some cases of tumors of the retina are not 
seen by the physician or oculist until invasion of the 
optic nerve or perforation of the globe has occurred. 
In the literature about 25 per cent of .these tumors are 
bilateral. In Benedict and Parkhill’s series 11.4 per 
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cent were bilateral. In our series 13.3 per cent vere 
bilateral. 

Tumors of the retina of the retinoblastoma, or «nore 
malignant type, microscopically, are composed of «mall 
round or densely packed wedge-shaped cells with very 
little cytoplasm and large hyperchromatic nuclei. The 
cells usually are densely packed and have no definite 
arrangement except a tendency to perivascular forma- 
tion, especially when necrosis of the tumor is marked. 
Calcium deposits also are common in necrotic tumors. 
Extension of the tumor into the choroid, optic nerve, and 
orbital tissue is common and in these locations necrosis 
and calcium formation seldom occur. 

From a pathological standpoint, tumors of this class 
are made up of highly undifferentiated cells with a ten- 
dency to extensive intraocular and extraocular extension, 
frequent local recurrences, and local metastases to the 
brain and bones of the skull and face. The mortality of 
tumors of this group reported by Benedict and Park- 
hill is 87.5 per cent. Our series, although incompletely 
followed, show a high mortality. Following Broder’s 
classification of malignant tumors, Benedict and Park- 
hill would classify this group as glioma of the retina, 
Grade IV. These tumors, in other words, show the 
least differentiation from the primitive ectoderm of the 
retina or the greatest dedifferentiation from these primi- 
tive cells. Which of these two theories is correct will 
be discussed later. 

Tumors of the retina showing the next degree of 
malignancy are the socalled neuroepitheliomata. In 
Benedict and Parkhill’s series and in our series these 
tumors form about half of the total number of retinal 
cancers. Grossly they show a much more organized 
tumor, are not nearly so friable, and show less necrosis 
and calcium formation than that found in retinoblasto- 
ma. The individual cells show more differentiation and 
more of an epithelial structure. The nuclei are less 
chromatic, the cytoplasm is more abundant, and the 
cells are commonly arranged in rosette formation around 
a central lumen or clear space. Cells surrounding this 
lumen have cilia or ciliary processes extending into the 
lumen resembling the ependymal epithelium of the neural 
canal of the central nervous system. These cells of the 
rosettes do not resemble and should not be compared 
with primitive rods and cones. In addition to the 
rosettes, smaller or larger collections of cells are occa- 
sionally grouped in circles or incomplete circles around 
fibrillary or necrotic material forming pseudorosettes. 
In one of our cases of this type of tumor, i.e., neuro- 
fibroma, in addition to rosette and pseudorosette for- 
mation, the tumar cells are arranged in convoluted tu- 
bules similar to the two layers of the primitive optic 
cup (Case 4). Obviously this tumor is highly differen- 
tiated and would fall into Benedict and Parkhill’s classi- 
fication of glioma—neuroepithelioma type Grade II. 
This tumor approaches in microscopic pathology that 
of adenoma of the ciliary epithelium or dyktyoma, 
but of course is more malignant. 

The pathogenesis of retinal cancer is still not clearly 
understood. Virchow in 1864 originated the term glioma 
of the retina and believed they arose from the glial or 
supporting tissues. Flexner (1891) described the tu- 
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mors with rosette formation and likened them to the 
rods and cones of the retina and thought they originated 
from the external layers of the retina and for this 


reason introduced the term neuroepithelioma, Grinker 

(1931) recognized that quite a large number of these 
tumors were composed of highly undifferentiated cells 
of a type called “retinoblast,” a biopotenital cell capable 
of developing into glia or nerve cells. This class of 
tumors he designated as retinoblastoma. 

The site of origin of retinal cancer is exceedingly 
difficult. It is almost impossible to determine whether 
the tumor as shown in the microscopic section has arisen 
in situ as found, or has extended from other layers of 
the retina. There is no doubt that from a study of the 
literature and from our own cases, many of these 
tumors have multiple foci of origin. Benedict and Park- 
hill believe that practically all, if not all, of these tumors 
have their origin in the inner half of the retina, ie, 
the nerve fiber layer, ganglion cell layer, and layer of 
bipolar cells, or inner nuclear layer. They also believe 
tumors seldom, if ever, arise from the outer nuclear layer 
or the layer of rods and cones. 

Observation of our cases show also that practically all 
originate, or apparently originate, from the inner half 
of the retina—chiefly the inner nuclear layer or layer 
of bipolar cells. In one case (No. 4) the tumor ap- 
parently represented the entire inner layer of the optic 
vesicle and in that case would include all layers which, 
if differentiated, would form the mature retina. Prob- 
ably the earliest described neuroepithelioma is that re- 
ported by Ch’n (1941). His case is that of a female 
Chinese infant twenty-one months of age, who died of 
a large perforating tumor of the right eye. Examina- 
tion of the retina of the left eye at autopsy showed 
three small distinct tumors in the retina, measuring 
4, 5, and 6 mm. in diameter and raised about 1 to 2 
mm. on the surface of the retina. 

From the microscopic study, he found they had 
pseudorosettes and all originated from the inner nuclear 
layer or layer of bipolar cells. 

Benedict and Parkhill believe that probably all, if not 
all, of these retinal tumors originate from glial cells 
and prefer to retain the original term glioma retinae 
designated by Virchow. They believe these tumors arise 
by a dedifferentiation of the mature cells to form tumor 
cells, They do not believe the tumors are congenital 
or develop from embryonic rests as is thought by some 
pathologists. 

One argument in favor of a congenital origin or 
origin from immature cell nests is that these tumors 
always develop in infancy and early childhood, practi- 
cally always in the first decade. Benedict and Parkhill 
have one case, six years and four months of age, and 
our oldest case was fourteen years of age, which is 
the oldest case recorded in the Registry of the Army 
Medical Museum. 

We do know that these tumors arise from the retina 
and I believe that, until it can be clearly demonstrated 
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which definite cell component or components give © ‘igin 
to the growths, a general term of retinoblastoma i: de- 
sirable. The degree of malignancy can be designate: as 
Grades 1, 2, 3, 4, following Broders’ classification. 


Retinoblastoma Grade 4 would correspond to tumors 
now classified under that name. 


Retinoblastoma Grades 3 and 2 would be less malig- 
nant, showing more differentiation of cells as manifested 
by rosette and pseudorosette formation and even tubule 
formation as seen in one of our specimens. This group 
would include what are now designated neuroepithelioma 


of the retina and possibly malignant epithelioma of the 
ciliary epithelium. 

Retinoblastoma Grade 1 would include the least malig- 
nant or possibly benign growths now called glioma and 
which are known to arise from glial tissue and show 
fibrillar structure by special stains. 


Discussion 


Dr. H. W. Grant, Saint Paul: I am very much in- 
terested in the subject of tumors of the retina, but 
have had very little experience. The oldest patient, now 
seventeen years of age, had an enucleation of the left 
eye at about one year with a resulting deformity of the 
left orbit. She is now quite well, however. Three other 
patients, all with bilateral retinal tumors, are not liv- 
ing. e boy, the son of a physician, had a diagnosis 
of Pree which was treated by radium implant with 
excellent results but very poor vision. The boy is 
still well and healthy. The last patient seen had one 
eye enucleated about a year ago and now has a tumor 
in the other eye involving most of the retinal tissue. 


Dr. Ertinc W. HANSEN, Minneapolis: I think the 
subject has been covered very nicely. I don’t think any 
of us could do quite the job our pathologist does. The 
question Dr. Camp raised in regard to the origin of 
these tumors is a very great question. Going back to the 
histological picture in regard to the point of origin, 
as well as the ages of these patients, mostly in infants 
and children, it would seem logical to suppose that they 
are a developmental thing and that they are of families 
who have repeaters. This would indicate to me that 
there is something in the geries of the tissues that would 
tend to bring this about. Seldom do we get these 
after four or five years of age. Some of the cases in 
this series I have been familiar with. I wonder if one 
of them is not put in as one of the “unknowns” in Dr. 
Camp’s list. The child is now about four and one-half 
years old. The first eye was enucleated when he was 
two and a half. He had a small tumor in the second 
eye, had irradiation, and it now seems to have been 
arrested. I wish Dr. Camp would say something about 
what we can expect from irradiation and whether there 
is any difference in the effects of irradiation on the dif- 
ferent types of tumors. 


Dr. Camp, in closing: The point which Dr, Hansen 
brought up about irradiation is important. Verhoff, 
I believe, was the first to point out that these tumors 
are radio sensitive. I believe the retinoblastoma type 
is more radio sensitive than the neuroepithelioma type. 
I am glad Dr. Hansen gave us the “follow-up” on his 
case and that he has been so successful. I hope to 
have a good “follow-up” on all of these cases at a later 
date. 


The meeting adjourned. 
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Now —a great improvement in evaporated milk for infant feeding 








THE NEW NESTLE’S 
EVAPORATED MILK 


supplies 400 units 
Vitamin D3 per pint 


25 U.S.P. units of Vitamin Dz 
(irradiated 7-dehydrocholesterol) 
are added to each fluid ounce of 
this milk. Every reconstituted 
quart provides 400 units of Vita- 
min Dz ...a form of Vitamin D 
produced in the human body by 
sunshine and identified with the 
principal natural Vitamin D in 
cod liver oil. 

When you prescribe a NESTLES 
Milk formula—you assure a safe, 
sure and adequate supply of Vi- 
tamin D . . . provided in a de- 
pendable, easy, economical way. 


No feeding instructions 
furnished to the laity. 








NESTLE’S MILK PRODUCTS, INC., NEW YORK 
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Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 

relief is obtained, continue with smaller doses to keep 

the patient comfortable. Theocalcin strengthens heart 
Samet aie 0S, on O08 action, diminishes dyspnea and reduces edema. 


Brand of theobromine-calcium salicylate, 


-Bilhuber-Knoll Corp. | Orange, N. J. 
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REPORTS AND ANNOUNCEMENTS 


CLINITEST-- 


The Reliable and Easy Tablet Test for Urine- 
Sugar. A Standardized Method Requiring No 


External Heating. 





Now STREAMLINED--- 


Laboratory, Office and Patient Use 


Clinitest Laboratory Outfit—(No. 2108) 
—for your office, complete with tablets 
for 180 tests, test tubes, rack, droppers, 
, color scale and instructions. Additional 
tablets can be purchased as required. 


Clinitest Plastic Pocket-Size Set—(No. 2106) 
—for your patients, all essentials for test- 
ing compactly fitted into small, durable 
“Cigarette-Package Size” kit. Patients 
will cooperate in keeping up testing rou- 
tine. 


Clinitest saves time 
and expense. _ Order 
today from your local 
supplier. 


Write for complete infor- 

mation on the Clinitest 

Tablet Method and for 
physicians’ prices. 


AMES COMPANY, INC. 
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MEDICAL BROADCAST FOR APRIL 


The following radio schedule of talks on medica’ and 
dental subjects by William O’Brien, M.D., Director of 
Postgraduate Medical Education, University of M‘nne- 
sota, is sponsored by the Minnesota State Medical .\sso- 
ciation, the Minnesota State Dental Association, the 
Minnesota Hospital Association and the University of 
Minnesota School of the Air. 


April 4—11:00 A.M.—WLB 

April 7— 9:15 A.M.—WCCO 
April 7—11:30 ALM.—WLB-KROC 
April 11—11:00 A.M.—WLB 

April 14— 9:15 A.M.—WCCO 
April 14—11:30 A.M.—W LB-KROC 
April 18—11:00 A.M.—_WLB 

April 21— 9:15 A.M.—WCCO 
April 21—11:30 A.M.—WLB-KROC 
April 23— 4:45 P.M.—WCCO 


April 25—11:00 A.M.—_WLB Contagious Disease 
April 28— 9:15 A.M.—WCCO *Cancer of Mouth 
April 28—11:30 A.LM.—WLB-KROC Medicine in the News 


Advertising and Heaith 
*Cancer Problem 
Medicine in the News 
Alcohol 
*Cancer Diagnosis 
Medicine in the News 
Tobacco 
*Cancer Treatment 
Medicine in the News 
Your Hospital in War- 
time 


*Keyed with subject of the month—Minnesota State Medical 
Association Packet of Information for Members. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 
CANCELS MEETING 


The American College of Chest Physicians, with a 
membership in twenty-three countries, has cancelled its 
annual meeting scheduled to be held at Philadelphia in 
June, 1945. 

The Executive Council of the College voted to hold 


a business meeting of the board of Regents at Chicago, 
June 17. 





WOMAN'S AUXILIARY 


Mrs. ANTHONY J. Branco, President 
Duluth, Minnesota 
Mrs. RoyAt V. SHERMAN, Editor 
Red Wing, Minnesota 





STATE BOARD MEETING 


The Mid-Winter Board Meeting of the Woman’s 
Auxiliary to the Minnesota State Medical Association 
was held February 23, in Minneapolis, at the Hotel 
Radisson. Approximately thirty members were in at- 
tendance. 

Mrs. Anthony J. Bianco of Duluth, State President, 
gave a very comprehensive report of the national con- 
vention held in Chicago. We were proud to learn of 
the appointment of Mrs. Bianco to the National Board. 

Interesting reports were presented by the officers, 
chairmen of the standing committees, and county presi- 
dents. It is apparent that Auxiliary members are ex- 
tremely active and valuable contributors to war projects. 

The Nurses Draft Bill came in for a share of the 
discussion as did a bill before the Minnesota State 
Legislature which would provide for aid to counties for 





ELKHART, INDIANA 
322 


supporting Public Health Nurses. 
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Dr. Myron Weaver, Assistant Dean of the Medical 
Schoul at the University of Minnesota, spoke on “Re- 
habi!itation of Doctors After the War,” at the noon 
luncheon. Mrs. W,. H. Rucker and Mrs. Thomas Kin- 
sella were in charge of arrangements. 


RENVILLE COUNTY 

Mrs. John Dordal of Sacred Heart, State War Serv- 
ice Chairman, served as chairman of the annual War 
Fund drive of the American Red Cross which was held 
March 1. 

The meetings of the Renville County Medical Auxil- 
jary are held in conjunction with the Renville County 
Medical Society. These meetings are dinner meetings 
held the second Tuesday of each month. The members 
are active in Red Cross and other types of War 
Service. 


HENNEPIN COUNTY 

Mrs. Walter K. Haven, Minneapolis, chairman of the 
Hennepin County Medical Auxiliary bond booth in the 
Medical Arts Building lobby, attended the luncheon 
given by the Hennepin County War Finance Committee, 
at which time they honored the Hennepin County wom- 
en who have giver their time selling war bonds. 

Service stripes for more than two hundred hours’ work 
since the Auxiliary Bond booth opened in September, 
1942, were given to the following Hennepin County 
Medical Auxiliary women: Mmes. H. O. Altnow, S. G. 
3alkin, M. L. Cable, F. E. Harrington, A. P. Lapierre 
and C. O. Maland. 

A citation from the Treasury Department in Wash- 
ington was awarded to the Hennepin County Medical 
Auxiliary for outstanding work in the Sixth War Loan. 

March 2 marked one of the most important meetings 
of the year—Public Relations. Mrs. Harlan J. Hanson, 
chairman, arranged an outstanding program. The guest 
speaker was Dr. Edward L. Tuohy of Duluth, President 
of the State Medical Society, who presented “The Tech- 
nique of Growing Old Gracefully.” Dr. Frank J. Hill, 
new Minneapolis Health Commissioner, spoke on 
“Health Needs of Minneapolis,” and showed a short film 
in connection with his talk. A tea in the Medical Arts 
lounge followed the program with Mrs. Richard H. 
Lindquist in charge. Music was presented by Ethelwyn 
Kingsbury, vocalist, accompanied by Mrs. R. W. Giere. 

Hennepin County reports twelve new members this 
year. 

An interesting news letter is published each month, 
which is sent to members and their husbands who are 
in the service of their country. The letter contains local 
and service news and is ably written by Mrs. L. J. Leon- 
ard and committee. 


Poverty or the fear of poverty, more than any other 
single factor, changes the tides of battle in favor of the 
tubercle bacillus in the individual or in the family. 
Poverty engenders crowding, ignorance, nutritional de- 
ficiencies, and medical neglect; all of which create a 
favorable soil for the tubercle bacillus. The result is 
that benign infections become malignant, closed or 
sputum negative cases become open or sputum positive 
cases, the spread of germs becomes constant and massive, 
and cases multiply—Ropert E. Prunxett, M.D., Con- 
necticut State M. J., January, 1944. 
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y= her physician has opportunity 
to observe and treat her symptoms, 
many a woman—even today—faces the 
failing fires of the menopause in confu- 
sion. 

Baffled by irregularity and fits of depres- 
sion, harried by pain and vasomotor dis- 
turbances, she often fears the interruption 
of a productive life. But when she seeks 
your advice, you can take satisfaction in 
the knowledge that you have the answer 
to her problem—estrogenic therapy. 

For dependable estrogenic therapy, turn 
with confidence to Solution of Estrogenic 
Substances, Smith-Dorsey—a medicinal of 
guaranteed purity and potency. Smith- 
Dorsey Laboratories are fully equipped, 
carefully staffed, qualified to produce a 
strictly standardized product. 

With this product, you may rekindle many 
of those fitful fires... 


SOLUTION OF 


Stegee 


SMITH-DORSEY 


Supplied in 1 ec. ampuls and 10 ce. 
amput vials representing potencies of 
5,000, 10,000 and 20,000 units per cc. 


THE SMITH-DORSEY COMPANY « LINCOLN, NEBRASKA 


Manufacturers of Pharmaceuticals to the Medical Profession 
Since 1906 
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+ Of General Interest + 





Dr. J. C. Poore has closed his offices in Isle, conse- 
quent to his induction into the U. S. Navy. 
: 2.0 
Dr. J. L. Delmore, of Roseau, has been elected chair- 
man of the Roseau County Nursing Advisory Board 


for 1945. 
e oe 


Dr. E. E. Zemke will re-open his offices in Fairmont 
shortly after his completion of postgraduate work at 
the University of Minnesota on April 1. 

* © 6 

“Traumatic Injuries of the Face” was the subject of 
a lecture given by Dr. J. B. Erich, of the Mayo Clinic, 
to medical officers at Fort Snelling on February 20. 

* * x 

A paper entitled, “Chemotherapy in Experimental 
Tuberculosis, Ipcluding a Review of Newer Evidence,” 
was presented by Dr. F. M. Feldman, Mayo Clinic, at 
the symposium on chemotherapy conducted at Wayne 
University in Detroit the latter part of February. 

a 

Dr. B. J. Clawson and Dr. Arthur Kirschbaum were 
the speakers at the March 20 meeting of the Minnesota 
Pathological Society, University of Minnesota Medical 
School. “Experimental Endocarditis” was Dr. Claw- 
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son’s subject. Dr. Kirschbaum discussed “The Islets 
of Langerhans in Alloxan Diabetes.” 
“2+ 4 


Dr. P. H. Heersema, Mayo Clinic, who is a member 
of the Committee on Nervous and Mental Diseases of 
the Minnesota State Medical Association, attended the 
recent meeting in Saint Paul of the committee for dis- 
cussion of pending legislation for the commitment ‘and 
care of senile patients. 

* *k x 

Dr. Walter C. Alvarez, Mayo Clinic, gave the Phi 
Beta Pi lecture at the University of Texas, Galveston, 
on March 2. His subject was “Psychosomatic Medi- 
cine, or Mind over Matter.” Dr. Alvarez also spoke 
on the same topic at the February meeting of the 
Ramsey County Medical Association. 

* * * 


Announcement has been made of the dissolution of 
the partnership of Drs. A. L. Pertl and L. J. Holm- 
berg of Canby on March 1. Dr. Pertl, who has been 
associated with Dr. Holmberg since September, 1936, 
when he came to Canby from Windom, has purchased 
the practice of Dr. J. H. Raymond in Canby. Dr. Ray- 
mond is studying x-ray specialization in Chicago. 
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OF GENERAL INTEREST 


Dr. Gilbert J. Thomas and Dr, F. C. Schlumberger, 
formerly with the Moore-White Clinic of Los Angeles, 
announce the opening of offices at 9622 Brighton Way, 
Beverly Hills, California, with practices limited to Urol- 
ogy, Diagnosis, Surgery and Consultations. Dr. Schlum- 
berger is in active duty in the U. S. Navy. 

* * * 


Dr. Herman Koop, of Cold Spring, has resigned 
from the office of coroner of Stearns County because 
of the excessive demands of his private practice. Dr. 
John E. Libert, of St. Cloud, who has been county phy- 
sician, has resigned that office to become coroner. Dr. 
Harry B. Clark, also of St. Cloud, is Dr. Libert’s 
successor. 

x * * 

Retired to the inactive list after two and one-half 
years in the Army Medical Corps, Dr. Bernard Nauth 
has rejoined the staff of the Winona Clinic. Dr. Nauth, 
whose service included six months in New Guinea, was 
returned to this country on July 1, 1944, and stationed 
at Selfridge Field, Michigan, until January 30, 1945, 
the date of his retirement. 

x * * 


Dr. Sumner L. Koch, Professor of Surgery at North- 
western University Medical School, addressed the Saint 
Paul Surgical Society at a dinner meeting held at the 
University Club, Saint Paul, March 21, 1945, on “Nerve 
and Tendon Injuries.” 


He stressed the importance of 
immediate repair in the absence of infection and de- 
ferred operation where inflammatory reaction or infec- 


tion had supervened, laying emphasis on delicate tech- 
nique to assure return of function. 
‘ns 4 


Dr. Frank O. Robertson, who, before his induction 
into military service in April, 1941, was in private prac- 
tice in East Grand Forks, Minnesota, joined the staff 
of the Campbell-Williamson Clinic in Grand Forks, 
N. D., on February 26. For the past three years Dr, 
Robertson has been stationed at Fitzsimmons General 
Hospital in Denver. During his final year there, he 
served as chief of the medical section. 

* ss 8 


Mrs. Florence B. Fitzgerald, for fifteen years em- 
ployed in educational and publicity work in the office 
of the Minnesota State Medical Association, has re- 
signed to devote her attention to her home, although 
her twin daughters are both with the Marines. 
bers of the Association who came into contact with 
Mrs. Fitzgerald appreciated her real ability and co- 
operative spirit. She will be greatly missed. 

es 

Dr. F. H. Krusen, Mayo Clinic, while in the East to 
attend a number of important conferences, was guest 
speaker of the Smith-Reed Russell Society of George 
Washington University School of Medicine, where he 
spoke on the “Future of Physical Medicine.” Among 
the meetings attended by Dr. Krusen was a conference 
of the committee on war and postwar rehabilitation and 
reconditioning of the Baruch Committee on Physical 

(Continued on Page 328) 
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Medicine in Washington, the meeting of the scientific 
advisory committee of the Baruch Committee on !"hysj- 
cal Medicine in New York, and the joint meeting of 
the committee of the Council on Physical Education of 
the American Medical Association and the Council on 
Industrial Health held in Chicago. 


* * * 


The honorary degree of Doctor of Science was con- 
ferred on Dr. S. L. Slater, of Worthington, by his alma 
mater, the University of Richmond, Virginia, at a spe- 
cial convocation held at the university on April 27. A 
Phi Beta Kappa key, which had been awarded to Dr, 
Slater previously, was presented to him at the same cere- 
mony. Dr. Slater, who is a nationally-recognized au- 
thority on tuberculosis and public health, has been su- 
perintendent of the Southwestern Minnesota Sanitarium 
since 1919. 


* * * 


The National Foundation for Infantile Paralysis an- 
nounces that scholarshps are available for training in 
physical therapy with classes beginning in June and 
July. About half of the 2,500 qualified physical thera- 
pists in the United States are in the armed services, and 
there is need at present for some 5,000 additional physio- 
therapists not only in the treatment of poliomyelitis, but 
of other diseases. Candidates must have two years 
of college including biology and other basic sciences, or 
be graduates of accredited schools of nursing or physi- 
cal education. Applications should be made to the 
National Foundation for Infantile Paralysis, 120 Broad- 
way, New York 5, N. Y., or to the American Physio- 
therapy Association, 1790 Broadway, New York 19, 
N. Y. 


* * * 


The following warning has been issued by the Di- 
vision of Preventable Disease of the Minnesota Depart- 
ment of Health: 

Infection with both gonorrhea and syphilis may and 
sometimes does occur following identical exposure. 
Penicillin acts favorably on both diseases but the dos- 
age used for gonorrhea will not be curative for syphilis. 
It will, however, undoubtedly ‘retard the appearance of 
an initial lesion or otherwise change the course of 
syphilis. It is imperative therefore that in every case 
of gonorrhea treated with penicillin, blood tests for 
syphilis be made approximately two months later. If a 
patient does not return as directed for this test, either 
the State Department of Health or, if in Minneapolis, 
Saint Paul, or Duluth, the local department of health 
should be notified. 

Since there has been a definite increase in the number 
of cases of gonorrhea, attention to this precaution is 


of greater importance. 
*x* * * 


Postwar Medicine 


What returning medical officers want in the future 
and available training facilities were discussed by Lieu- 
tenant Colonel Harold C. Lueth, liaison officer in the 
Surgeon General’s office, and Doctor Victor Johnson, 
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OF GENERAL INTEREST 


secretary of the council on education and hospitals of the 
American Medical Association, at a meeting held in 
Plummer’s Hall in Rochester on February 20. 

Quoting from the returns on questionnaires sent to 
24,000 medical men in the services, Colonel Lueth stated 
that a majority of the more recent graduates were de- 
of further training in courses ranging from six 
s to three years. 


sirou 
mont! Of the long courses, surgery was 
favored, but others mentioned included 
medicine, obstetrics, gynecology, general 
chiatry, neurology, pediatrics, orthopedics, ophthalmol- 
ogy, radiology, and otolaryngology. Only nineteen per 
cent of the officers said they wanted’ no training, and 
these were mainly older men. Approximately 92 per 
cent of the doctors are licensed; those who are not are 
the young men who entered service directly from in- 
ternship. 

Dr. Johnson, 


most internal 


review, psy- 


speaking on “Facilities for Training,” 
pointed out that further training of these medical vet- 
erans was not only a matter of giving them what they 
but equally important, it was providing the 
training which would be most beneficial to the popula- 
tion at large. : Approximately 15,000 of the returnees 
want hospital training, but present facilities could not 
accommodate more than 6,000 doctors with approved sit- 
uations. However, a probable demobilization period of 
two years would double hospital opportunities, Dr. 
Johnson explained. 


wanted, 


Drive for Medical Books and 

Equipment ; aba 
The Minnesota Chapter of the American Soviet Medi- 

cal Society is initiating a campaign to collect medical 





books and instruments to be sent to Russian medical 
libraries and hospitals through Russian War Relief. 
These books and instruments are desperately needed by 
the Russian medical men and scientists to help them 
restore the essential medical educational and research 
facilities in the regions liberated from the Nazis. Most 
of the scientific libraries and equipment of schools, re- 
search institutes, and hospitals were either destroyed by 
the Nazi invaders, or stolen and shipped to Germany. 
Medical textbooks published subsequent to 1926 and 
written in English, French, German or Russian are most 
welcome. Textbooks published prior to 1926 are not 
desired. Classics of any date are urgently needed. 
Contributions of books and instruments may be left at 
the Office of Pediatrics, University of Minnesota Hospi- 
tal, or at the Office ‘of the Minneapolis Committee, 
Russian War Relief, 813 Marquette Ave., Minneapolis, 
Minnesota. 
Sending medical books to the U.S.S.R. is not entirely 
a one-way affair. Soviet se te have been very 
generous with their own medical publications. The Uni- 
versity of Minnesota library has received a number of 
Russian medical books and periodicals, and the Soviet 
publishers refused any financial remuneration. However, 
they will be grateful for similar gifts from us. 
Dr. Irvine McQuarrie, Professor and Head of the 
Department of Pediatrics at the University of Minnesota 
Medical School, is President of the Minnesota Chapter 
of the American Soviet Medical Society. Other offi- 
cers are: Dr. R. F. Hedin of Red Wing, Minnesota, 
Vice President; Dr. Leo Rigler, Professor and Head 
of the Department of Radiology at the University Hos- 
pital, Treasurer; Dr. Samuel Corson, instructor jin 
Physiology at the University of Minnesota Medical 
School, Secretary. The following are members of the 
Executive Board: Dr. Moses Barron, Dr. E. T. Herr- 
mann, Dr. J. A. Lepak, Dr. M. B. Visscher and Dr. 
O. H. Wangensteen. 
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Books listed here become the property of the Ramsey 
Hennepin and St. Louis County Medical Libraries whe: 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 
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MALARIA IN THE UPPER MISSISSIPPI VALLLEY. 1760- 
1900. Supplement to the Bulletin of the History of 
Medicine. Edwin H. Ackerknecht. 142 pages. illus, 
Price 2.00, paper cover. Baltimore: Johns Hopkins 
Press, 1945. 


PROCEEDINGS OF THE RuDOLF VircHow MeEpICcAL Society, 
Volume III, 1944. 103 pages. Illus. Price $2.00, paper 
cover. New York: Brooklyn Medical Press, Inc., 1944. 


My Seconp Lire. An Autobiography. Thomas Hall 
Shastid, M.D., LL.B., Sc.D., F.A.C.S., F.A.C.P. 1174 
pages. Illus. Price $10.00, cloth. Ann Arbor: George 
Wahr, 1944. 


SURGERY OF THE HAND. By Sterling Bun- 
nelle, M.D. 734 Pp., 597 Illus., Price $12.00. Phila- 
delphia; J. B. Lippincott Co. 


This well-written, profusely illustrated book on sur- 
gery of the hand, primarily written for the general 
surgeon and the general practitioner of medicine, con- 
tains a detailed discussion of all the problems that 
can arise, relating to the hand, and is very complete 
in this regard. 


The forepart of the book is devoted to a chapter 
on comparative anatomy, and the evolution of the human 
hand. In the discussion of the normal hand, the au- 
thor stresses the importance of the entire arm, as related 
to the hand, and devotes .considerable space to the 
anatomy, the normal mechanics and normal functions 
of the hand. 

-The chapter devoted to the examination of the hand 
is very well written and stresses procedures of exami- 
nation for determining disability of hands and the 
proper reporting of findings of compensation cases. 

The remainder of the book is devoted to the re- 
construction of the hand. This is prefaced by a chap- 
ter on the general principles involved in the operative 
technique. - The subsequent chapters discuss in detail 
the treatment of the numerous conditions that can arise 
as the result of hand and arm injuries, infections and 
growths. A complete bibliography is provided at the 
end of each chapter for the reference of anyone wish- 
ing further details in operative technique not covered 
in the text. 

The hand is the most useful and the most universally 
used’ instrument known to man, and is subject to all 
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types of injury. Hand injuries are frequently a prob- 
lem not only for the general practitioner, but also to 
the highly trained and most skillful men limiting their 
practices to this field. This book should be in the 
library of every practitioner of medicine, most partic- 
ularly, in the hands of the general practitioner, the gen- 
eral surgeon and the industrial surgeon, for fre- 
quent reference and thorough study to aid him in the 
solving of the problems which arise in hand conditions. 


E. W. Minty, M.D. 


ANALYSIS AND INTERPRETATION OF SYMP- 
TOMS. Edited by Cyril M. MacBryde, M.D., Phila- 
delphia: J. B. Lippincott Co., 1944. 

This compilation, edited by Cyril M. MacBryde, con- 
sists of ten chapters besides his introduction, and covers 
a considerable review of striking symptoms, such as 
nervousness and fatigue, fever, headache, thoracic pain, 
cough and hemoptysis, abdominal pain, hematemesis, 
jaundice, joint pain and obesity. The book has one 
great advantage of simplicity of arrangement and 
abridgement of detail. Each author gives his material 
in monographic form, with an excellent set of refer- 
ences at the end of each chapter that does not presume 
to be a bibliography. For those who keep in close 
touch with the current literature on any special subject 
it is easily seen that the compilation stems not 
only from personal interest and observation but from 
the literature dealing with that field. By that token the 
men chosen to write the chapters have shown by their 


writings that they are entitled to do so and to express 
their opinions. 

Take, for example, the chapter by Portis on jaundice. 
A simple reading of the references indicates that the 
author has struggled with the techniques of differentia- 
tion popularized by Cecil Watson, A. R. Rich and the 
experimental work of Mann and Bollman. 

Sarah Jordan’s analysis of abdominal pain is a very 
worthy review, well written (as is her habit), and 
puts in relatively simple language the intricate details 
pertaining to the nerve pathways and their entangling 
alliances in terms of regional and somatic pain. 

I recommend the book for the general reader; it is 
well worth while. 


E. L. Tuony, M.D. 


FUNDAMENTALS OF PSYCHIATRY. By E. A. 
Strecker. 2nd ed. Philadelphia: J. B. Lippincott Co., 
1944. 

This is a book that every general surgeon and in- 
ternist should read; and having read it, go back to it 
frequently for its general enlightenment and satisfaction. 
The author’s writings have always been lucid, non- 
argumentative and convincing. Instead of flooding the 
pages with a vicarious accumulation of appellations 
that aim to describe something, as nebulous as a mirage, 
he puts down straightforwardly the psychiatric subdi- 
visions and categories where known etiologies and or- 
ganic patterns obtain, and then presses on to the so- 
called functional disasters we know as insanity, and 





200 S. Newton Ave. 


Surgical and Hospital Equipment Repairing 


We have complete technical knowledge, an elaborate shop, and a wide 
variety of spare parts and materials. 

We repair CORRECTLY all surgical apparatus from a culture pick to the 
most complicated operating room equipment. 


Plating - Prompt Service - Reasonable Prices - Sharpening 


CENTRAL REPAIR SERVICE 


Telephone—BR. 7257 


Minneapolis 5, Minn. 

















VOCATIONAL HOSPITAL 


Director of Nurses—M. H. WOLTMAN, R.N., B.S. 
Superintendent & B. 

. .. An integral part of the Miller Vocational High School 

offers two special features—Patients receive a maximum 

of personal attention from student practical nurses—All 

food is prepared under the direction of a qualified dietitian. 

Patients remain under the care of their own physicians. 


Physicians may secure services of Vocational nurses by 
calling Nurses Headquarters and asking for a 


5511 South Lyndale - - 


Dietitian—H. BROWN, B.S. 


Vocational Nurse 
Bridgeport 2281 
Minneapolis 








\PRIL, 1945 


331 











BOOK REVIEWS 





MEDICAL CENTER FOR RENT 





Pry vrei 


oe meee 


*PROROSPED PEMGM TOkl- THE PARK WAY CLINIC * 


Doctor—This building is available for you June 1. 
Nothing like it in the Twin Cities, architecturally per- 
fect for Medical Offices or suitable for Clinic. South 
Minneapolis. 34 successful businesses on the corners. 
Most progressive and fastest growing suburban com- 
munity. Call Mr. Atkinson at Colfax 2749. 





avoids overstating the etiologic uncertainties in term 
the mere play of words. 


Few men have written as straightforwardly on 
subject of chronic alcoholism (one man’s meat) as 
this author. 


Note well this quotation from the book: 
chronic alcoholic is a person who cannot face realitie 
without alcohol; and yet, whose adequate adjustm:. 
to reality is impossible so long as he uses alcoliol.” 
This thrust at the individual’s adjustments to life 
might, I presume, apply to other perverted appeiiies 
and false supports. 

Strecker pays a sort of left-handed tribute to the 
possibilities of “focal infection,” but does not go all out, 
by any means, in attributing to areas of sepsis, sweep- 
ing etiologic significances reminiscent of other obvious 
fallacies of recent decades. 

This book is very praiseworthy and I heartily rec- 
ommend it. 


E. L. Tuony, M.D. 


GALL BLADDER AND BILE DUCTS. Clinical Lec- 
tures. Samuel Weiss, M.D., F.A.C.P., Clinical Pro- 
fessor of Gastroenterology, New York Polyclinic 
Medical School and Hospital ; Gastroenterologist, Jew- 
ish Memorial Hospital, New York; Consulting Gas- 
troenterologist, Beth David Hospital, New York; 
Long Beach Hospital, Long Island, et cetera. 504 
pages. Chicago: The Year Book Publishers Inc., 

44. 


This well-written and beautifully illustrated book pre- 
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sents the normal and abnormal anatomy and physiology, 
history, physical examination, physical diagnosis and 
radiology of the biliary tract so clearly and practically 
as to be a valuable diagnostic aid. 

Then follows a thorough discussion of diagnostic and 
therapeutic duodenal drainage. 


The various diseases of the gall bladder and bile 
tracts are well covered, with special attention to the 
medical management as well as pre-operative and post- 
operative medical care. Gall-bladder diseases, arthritis, 
and cardiac involvement are also discussed. 

One of the most valuable chapters in this book is 
a discussion of the technique, interpretation and eval- 
uation of the various liver function tests. 

This is a valuable book for either the surgeon or the 
internist. It is not a large book, but it is so concisely 
written and the material so well chosen that it gives 
one a great deal of information without requiring a 
great deal of reading. 

Lioyp L. Merriam, M.D. 
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WANTED —Position as physician’s or surgeon’s office 
nurse. Graduate five-year course, University of Min- 
nesota. Address D-111, care MINNESOTA MEDICINE. 


RETIRING PHYSICIAN WILL SELL—Infra-red 
lamp with stand; Army examining table; large treat- 
ment lamp with stand, 750 watt; Bright-ray headlight ; 
Post cautery and case; Brausch and Lomb physician’s 
microscope; electric vibrator (Betz); Wm. Meyer’s 
Co. short-wave with accessories; Standard haemocy- 
tometer; Potain aspirator; lifetime Baunanometer 
(desk model); case trial lenses and accessories. Ad- 
dress D-112, care MINNESOTA MEDICINE. 


FOR SALE—15 Ma. x-ray—complete cassettes (new), 
tank, lights, etc.; 2 physiotherapy units—new lamp 
and diathermy with complete pads and cable; Bausch 
& Lomb microscope, hardwood case and slide case 
to match; 2 electric sterilizers; 3 pieces matched pro- 
fessional furniture—instrument cabinet, treatment 
stand, and adjustable treatment table; supplies and in- 
struments for general practice; 2 calling bags, all 
leather. Address D-113, care MINNESOTA MEDICINE. 


WANTED—Physician for general medicine; draft- 
exempt, well-trained man to associate with clinic. 
New building. Complete modern equipment. Excel- 
lent opportunity for further training in course of 
practice. Opportunity for partnership later. Salary 
open. State all qualifications, with photograph, in first 
letter. Address D-114, care MINNESOTA MEDICINE. 


AprIL, 1945 


3 


INGLEWOOD 
NATURAL" 
SPRING WATER 


GEweva 4351 — 
Naturally Mineralized, Naturally Healthful 











Send us your slow 
collection items. 


All accounts made by 
personal calls. 
We specialize in Medical 
and Dental Accounts. 


Bonded and Licensed Un- 
der Minnesota State Laws 


Northwestern Adjustment Co. 


518 Bremer Arcade Bldg. 


St. Paul Minnesota 














Be Phase 
to invest to the 
Emit in the 
seo 
py, ve 

















‘Oh, shes OLD/ 





At twenty, thirty seems ancient. 

At thirty, forty is distant middle age. 

At forty, well, it’ll be a long time before 
youre fifty. 

, ‘The point is that ten years ahead always 
seems like a long time. Yet, actually it passes 
“before you know it” . . . and you find your- 
self face to face with problems, opportuni- 
ties, needs, that once seemed very far in the 
future. 

This is a good thing to remember today, 
when you buy War Bonds to speed the win- 
ning of the war. 

In ten years—only ten years—those bonds 
will bring you back $4 for every $3 you put 
into them today. 

Think of what that money may mean to 
you in 1955. An education for your children 
...ahome... maybe even retirement to the 
place and the life of your heart’s desire. 

All this your War Bonds can mean to you 
... if you buy all you can today and hold 
them to maturity. 

It won't be long till 1955. Not half as long 
as you think. 
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